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BECKMAN’S “TREATMENT IN GENERAL PRACTICE” 


—was published by us January 28, 1930. Four weeks later our stock of it was so depleted that 
we had to go to press with another printing—50 per cent. greater than the initial printing! 


On May 5th our pressrooms again received an order to rush another reprint of Beckman’s “Treat- 
ment in General Practice’’—this time the order being for twice the original large printing! And 
till the demand continues to grow for this unusual book. 


The demand continues to grow because Dr. Beckman sensed accurately the great need of the 
great army of general practitioners who must treat cases day after day and night after night 
inthe private home and in the office. 


Dr. Beekman has devoted every word of his book to Treatment—dozens and dozens of new 
tratments, new methods; all the successful therapeutic methods that have been proved by 
years of practice; hundreds of prescriptions written out in full detail; diet lists in simple terms; 
the entire and complete management of cases outlined step by step. Into this one volume has 
ben crowded the meat that ordinarily would require three volumes. No other book on treat- 
ment like this has ever appeared. A word from you will bring your copy. 





‘tavo volume of 899 pages. By Harry BECKMAN, M.D., Professor of Pharmacology at Marquette University, Milwaukee. Cloth, $10.00 net. 


W.B. SAUNDERS COMPANY Philadelphia and London 


Entered at the ee SERA 858 Matter 
PROPERTY OF THE 


3 
3 -ATHOL' in DEPART, MENT, 2 
Bove vowe: , anand 
























































ii THE NEW ENGLAND JOURNAL OF MEDICINE May 29, 193 
> O N sy E N 7 S Dr. Hawes Criticizes the City of Boston in Its 
Relation to Aid of Tubercular Children. 1077 
(Continued) Instruction Respecting the Harrison Narcotic 
Law 1078 
MASSACHUSETTS LEGISLATIVE NOTEG....... 1077 The Middlesex College of Medicine and Sur- 
gery 1077 
CORRESPONDENCE Weekly Health Index 1077 
In Defense of State Medicine. G. W. Haigh. 1078 TLYWT. , 
Dr. Frank H. Lahey Issues a Disclaimetv........... 1078 NEWS ITEMS. 1083 
RECENT DEATH 
MISCELLANY _— 
The Award of the Cameron Prize for 1930............ 1078 REPORTS OF MEETINGS 1084 
Excerpts from the First Prize Winning Gor- SOCIETY MEETINGS, CONGRESSES AND 
gas Memorial Contest 1048 CONFERENCES 1086 
The next Annual Meeting of the Massachusetts Medical Society will be held at Plymouth, June 17 and 18, 1930. 
OFFICERS AND STANDING COMMITTEES ELECTED BY THE COUNCIL, JUNE 11, 1929 
PRESIDENT: ROBERT B. GREENOUGH, 8 Marlborough Street, Boston. SECRETARY: WALTER L. BURRAGE, 182 Walnut Street, Brookline 
SENIOR VICE-PRESIDENT ex-officio: THOMAS H. McCARTHY, 142 Main TREASURER: ARTHUR K. STONE, Auburn Street, Framingham Cente: 


Street, Brockton. 


STANDING COMMITTEES FOR 1929-30 


COMMITTER OF ARRANGEMENTS 
E. P. Hayden, H. Q. Gallupe, T. H. Lanman, F. H. Colby, G. P. 
Reynolds. 

COMMITTED ON PUBLICATIONS 
Homer Gage, J. W. Bartol, 
Taylor. 

COMMITTEE ON MEMBERSHIP AND FINANCE 
D. N. Blakely, Algernon Coolidge, Gilman Osgood, H. L. Smith, 
G. C. Caner. 

COMMITTEP ON ETHICS AND DISCIPLINA 
David Cheever, W. D. Ruston, S. F. McKeen, A. C. Smith, R. L. 
DeNormandie. 


R. I. Lee, R. B. Osgood, E. W. 


OFFICERS OF THE SECTIONS FOR 1930 


ELECTED BY THB SECTIONS 


SECTION OF MEDICINE 
Chairman, Francis 
Hornor, Boston. 

SECTION OF SURGERY 
Chairman, Irving J. Walker, Boston; Secretary, Leland S. McKit- 
trick, Boston. 

SECTION OF TUBERCULOSIS 
Chairman, Walter 
Remick, Boston. 


W. Palfrey, Boston; Secretary, Albert A. 


A. Griffin, Sharon; Secretary, Sumner H. 


COMMITTEE ON MepicaAL EDUCATION AND MEpIcCAL DIPLOMAS 
P. P. Johnson, A. G. Howard, H. P. Stevens, C. H. Lawreny 
C. A. Sparrow. 

COMMITTEE ON STATE AND NATIONAL LEGISLATION 
R. B. Greenough, T. J. O’Brien, F. E. Jones, 
A. W. Marsh. 

COMMITTEE ON PUBLIC HBALTH 
Dwight O’Hara, E. F. Cody, 
Curtis. 

COMMITTER ON MALPRACTICN DEFENSB 

G. Balch, E. D. Gardner, F. B. Sweet, R. P. Watkins, A, ¥j 
Allen. 


Shields Warre, 


R. I. Lee, T. F. Kenney, F. Gj 


SBCTION OF PEDIATRICS 
Chairman, Orville R. Chadwell, Boston; Secretary, Joseph Garlani 
Boston. 

SECTION OF OBSTETRICS AND GYNECOLOGY 
Chairman, Louis E. Phaneuf, Boston; Secretary, Alonzo K, Pain 
Boston. 

SECTION OF RADIOLOGY AND PHYSIOTHERAPY 
Chairman, P. F. Butler, Boston; Secretary, Arthur H. Ring, — 
ton Heights. 





OFFICERS OF THE DISTRICT MEDICAL SOCIETIES 


ELRCTED BY THE DistTRICT MEDICAL SOCIETIES BETWEEN APRIL 15 AND May 15, 1929 


BaRNSTABLE—President, S. M. Beale, Jr., Sandwich; Vice-President, 
Cc. J. Belle, Wellfleet; Secretary, J. L. Chute, Osterville; Treasurer, 
H. B. Hart, Yarmouthport; Librarian, E. E. Hawes, Hyannis. 

BERKSHIREP—President, M. S. Eisner, Pittsfield; Vice-President, 
B. W. Paddock, Pittsfield; Secretary, H. J. Downey, Pittsfield; Treas- 
urer, C. T. Leslie, Pittsfield. 

Bristo. Nortu—President, T. J. Robinson, Taunton; Vice-Presi- 
dent, B. M. Latham, Mansfield; Secretary, J. L. Murphy, Taunton; 
Treasurer, J. V. Chatigny, Taunton. 

Brrwsto. SoutH—President, G. L. Richards, Fall River; Vice-Presi- 
dent, W. A. Nield, New Bedford; Secretary and Treasurer, Charles 
Shanks, New Bedford. 

Essex NortH—President, R. L. Toppan, Newburyport; Vice-Presi- 
dent, J. E. Bryant, Haverhill; Secretary and Treasurer, J. F. Burnham, 
Lawrence, 

Essex SourH—President, T. L. Jenkins, Topsfield; Vice-President, 
H. P. Bennett, Swampscott; Secretary, R. E. Stone, Beverly; Treasurer, 
Andrew Nichols, 3d, Danvers; Librarian, C. M. Cobb, Lynn. 

FRANKLIN—President, W. K. Clark, Greenfield; Vice-President, 
H. M. Kemp, Greenfield; Secretary and Treasurer, Charles Moline, 
Sunderland. 

HaMPpEN—President, F. B. Sweet, Springfield; Vice-President, 
M. W. Pearson, Ware; Secretary and Treasurer, H. L. Smith, Spring- 
field. 

HAMPSHIRE—President, F. E. O’Brien, Haydenville; Vice-President, 
J. G. Hanson, Northampton; Secretary and Treasurer, L. O. Whitman, 
Northampton; Librarian, Jane B. Armstrong, Northampton. 


MippLesex East—President, F. T. Woodbury, Wakefield; Vit 
President, James Blenkhorn, Stoneham; Secretary, A. R. Cunningham 
Winchester; Treasurer, Richard Dutton, Wakefield; Librarian, J. 
Wilcox, Woburn. ; 

MIDDLESEX NortH—President, A. G. Scoboria, Chelmsford; Vict 
President, J. A. Mehan, Lowell; Secretary, T. Stamas, Lowell’ 
Treasurer, M. D. Bryant, Lowell; Librarian, P. J. Meehan, Lowell. 

MippLesax SoutH—President, Fresenius Van Niiys, Weston; Vict 
President, F. W. Gay, Malden; Secretary, A. A. Levi, Cambridge: 
Treasurer, Edward Mellus, Newton. 

NorFroLK—President, S. F. McKeen, Brookline; Vice-Presiden 
W. A. Lane, Milton; Secretary, F. S. Cruickshank, Dorchester; 7? 
urer, G. W. Kaan, Reading. 

NoRFOLK SouTH-—President, G. M. Sheahan, Quincy; Vice-President 
M. T. Sweeney, Atlantic; Secretary, Treasurer, and Librarian, N. 
Pillsbury, South Braintree, 

PLYMoUTH—President, T. H. McCarthy, Brockton; Vice-President) 
F. W. Murdock, Brockton; Secretary, George A. Moore, Brockton; Trea 
urer, L. B. Packard, Brockton; Librarian, J. H. Weller, Bridgewater. 

SuFroLK—President, Lincoln Davis, Boston; Vice-President, Ww. 
Robey, Boston; Secretary, L. S. McKittrick, Boston; Treasurer, Jobs 
Rock, Boston. 

Worcrster—President, W. E. Denning, Worcester; Vice-Presidem 
J. W. O’Connor, Worcester; Secretary, E. C. Miller, Worcester; Tred 
urer, R. J. Ward, Worcester; Librarian, A. C. Getchell, Worcester. 

WorcCRSTER NortTH—President, F. R. Dame, Athol; Vice-Presidem, 
R. C. Jones, Fitchburg; Secretary, C. H. Jennings, Fitchburg; Treo 
urer, F. H. Thompson, Jr., Fitchburg. 





Fellow Members! 


We want your support. 



















































srookline, 
m Center 


Lawrent, 
| Warren) 
oy, FG 


ns, A, Wi 


. Garlani 
K, Paind 


g, a 


1d; Vice 
nningham 
an, J 


rd; Vice 
, Lowell) 
owell, 
on; Vice 
ambridge' 


Presiden 
or; Treas 


Presiden 
an, N. 


Presiden) 
on; Treas 
zewater. 


nt : 
wer, Jobs 
Presiden 
ar; Ti 
cester. 


‘Pre "i 
g; Treas 








The New England 


Journal of Medicine 





VoLUME 202 


MAY 29, 1930 


NUMBER 22 





SCIENCE, WORK, 


BY GRAHAM 


HE officer of the Alpha Omega Alpha So- 
ciety of the Harvard Medical School who 
was kind enough to ask me to address you indi- 
eated that you would be interested to hear some- 
thing of the history of the development of our 
present-day conceptions of the science of nutri- 
tion. I have written on other occasions of the 
activities of Lavoisier and of Liebig. One must 
evo back to the old days in Germany to obtain a 
correct picture of the influences which are play- 
ing upon modern medicine today. Dr. Welch 
said the other night in New York that he had 
brought to America what bis German masters 
had taught him. Just as the beginning of Ger- 
man chemical science came from Liebig, so the 
beginning of German medical science came from 
Johannes Miiller, who was born in 1801, two 
years before Liebig, who became professor of 
physiology at the University of Bonn at the age 
of twenty-five, and who taught physiology in 
Berlin from 1833 until his death in 1858. His 
pupils included Helmholtz, Henle, Du Bois-Rey- 
mond, Briicke, Virchow, Traube, Theodor 
Schwann, and Pfliiger. Johannes Miiller com- 
manded the whole field of physiology. I would 
like to tell you a little about his life. Naunyn 
gives us a living picture of Johannes Miiller. 
As student in Berlin in the sixties Naunyn be- 
came associated with Lieberkiihn and Wagener, 
both of whom had been intimately associated 
with Miiller and who were the last pupils he had 
trained. They piously venerated his memory. 
‘‘Miiller would have said that, Miller would 
have done thus; Miiller liked this person; he 
could not tolerate that one.’’ Naunyn says that 
he began to feel as though he were a pupil of 
Miiller without ever having seen him. He learned 
to know him as a teacher. The watchword was 
work, research work; microscopy, experiment ; 
anatomical, biological, chemical, and physical ex- 
periments. The only problems worthy of con- 
sideration were those which exist or which man- 
ifest themselves in nature. The endeavor was 
to discover something not then known, to en- 
large the vision. The discovery must be dem- 
onstrated and submitted to sharp criticism. In 
general no emphasis was placed on the impor- 
tance of a discovery, the smallest point, if it 
was new, was a valuable contribution. Naunyn 
as an old man remembered the exceptional joy 
of both of these pupils of Miller when he showed 
*Address delivered at the Harvard Medical School, May §&, 


1930, under the auspices of the Harvard Chapter of Alpha 
Omega Alpha. 

tLusk—Professor of Physiology, Cornell University Medical 
College in New York City. For record and address of author 
see “This Week's Issue’, page 1076. 
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them some cilia on a membrane in Echinococcus. 
Of course they were also concerned when great 
discoveries of wide import were made. Publica- 
tion of results was accompanied by a brief de- 
scription of the existing state of knowledge and 
then the new results were recorded. Everything 
must be written as briefly as possible; only the 
facts, a true research done for its own sake. 

This represents the beginnings of our intel- 
lectual inheritance from Germany. It shows 
us the early attitude of a great leader moving 
in the direction of better things. 

And this is still the attitude of all the great 
leaders of modern German thought. Thus in 
1923 Friedrich von Miiller wrote me: 

It does not appear to me to be important to start 
from theories or to invent dogmas, but to seek facts 
and true observations in accord with the funda- 
mental concept of our own honored teacher, Carl 
Voit, who always said to his students early in his 
lecture course, “You need not believe anything that 
I tell to you in my lectures, you need only believe 
what I can demonstrate and prove to you”. It is as- 
tonishing how simple modern theories become when 
one puts aside everything that is hypothetical and 
allows only the experimental facts and discoveries 
to speak for themselves. 


Early in the century Laennee had discovered 
auscultation and had demonstrated the value of 
autopsy in confirming the results of this new 
method of medical diagnosis. Students flocked 
to Paris and to England to study under Louis, 
Cruveilhier, Graves, and Abercrombie at a time 
when Germany, emerging from the influence of 
the unholy natural philosophy of Schelling, was 
far behind in science. Through the gradual 
increase of the dominating influence of Liebig 
in chemistry and of Johannes Miiller in 
physiology Germany was to rise out of sleep. 
One might ask, what would Germany have been 
without them ? 

In Berlin in the sixties, when Naunyn was a 
student, a profound transformation had taken 
place. He tells us that it was a proud time, a 
proud society of medical men. Germans, who 
before this had to go to Paris for training in 
modern medicine, could now obtain it at home, 
while Americans, English, French, and Russians 
flocked to Berlin to hear the lectures of Virchow, 
Du Beis-Reymond, Frerichs, Traube, and Lang- 
enbeck. 

The greatness of this new German school lay 
in its consciousness of being based on natural 
science. The methods of scientific discipline 
used in chemistry, physics, physiology, histolog- 
ical and pathological anatomy were now intro- 
duced into the elinie. 
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The great spirit of Johannes Miiller passed 
away too early, at the age of fifty-seven in the 
year 1858, so he did not live to witness the full 
influence of what his powerful personality had 
done for mankind. 

It required nearly 50 years before America 
experienced an awakening similar to that of 
Berlin in the sixties. 

I have presented this picture of what was 
oceurring in the Berlin of Johannes Miiller be- 
cause it covers a scientific period which was con- 
temporaneous with that of Liebig’s triumphant 
activity at Giessen, of which I have already writ- 
ten and which need not here be repeated. In 
1853 Liebig moved to Munich, when he was 
fifty vears old. He lived in Munich for a fur- 
ther period of 20 vears. Dr. Ira Remsen, the 
celebrated American chemist, was a student of 
chemistry in Munich in 1870; he told me that 
at that time Liebig shared with Wagner the 
idolatry of the townspeople. Liebig also in- 
dulged in violent polemics against Pasteur and 
others 

There is one picture which I would like to 
present to you which belongs to the history of 
human progress, as illustrated by the eriticism 
by Berzelius of Liebig and his reply; the criti- 
cism of Liebig upon Voit and its repercussion ; 
with a brief reference to the opinion of Voit 
upon the younger generation. The story is the 
same, the inability of a man in the sixties to 
understand a young man or to suffer criticism 
from him. 

Liebig in 1840 and in 1842 published two 
small but very important volumes, the first on 
the application of organic chemistrv to agricul- 
ture, which he dedicated to Alexander von Hum- 
bolt, and the second on the application of organic 
chemistry to animal chemistry, dedicated to Ber- 
zelius. Liebig was nearly forty; Berzelius over 
sixty years of age. 

Berzelius wrote to Liebig as follows: 

So long as you interested yourself in investiga- 
tions which extended the bounds of science you had 
my most sincere admiration. The importance of 
your results and their astounding number have 
raised you to the highest position in science. Your 
mental gifts, your poetical and vivid imagination, 
have given you the power to achieve new and un- 
expected results. The request of the Eng- 
lish that you prepare a survey of organic chemis- 
-try, and especially the publication of Geiger’s Phar- 
macy, has caused you to make a purely literary 
effort. The poetical leanings of your mind, combined 
with a readiness of literary expression, have led 
you into the limitless realm of theory, where the 
temper of a poet is a most dangerous companion. 
You have been led to formulate dreams of the im- 
agination and have clothed these with the expres- 
sion of your complete conviction of their truth. Your 
wealth of chemical knowledge has misled you into 
the confident treatment of scientific problems, whose 
anatomical and physiological background you have 
not thoroughly mastered. 


These were trying strictures on young Liebig, 
and in 1844 we find him publishing the follow- 
ing fiery words: 

In recent years, during which Berzelius has ceased 





to take any experimental part in the solution of the 
problems of the day, he has turned his entire intellec- 
tual power to theoretical speculations which, unsup- 
ported by personal observations, have found little 
response or sympathy in the scientific world. . .. 

At the time Berzelius first became active opinions 
were held which, in the interest of knowledge, he 
did not hesitate to oppose. He did much more than 
this. It is a historical fact that he changed those 
views through his own experimental evidence. 
Through the natural extension and more profound 
understanding of science it was entirely natural that 
many of his own opinions should have suffered the 
same fate as those of others who preceded him. 
From his ideas others which more nearly approach 
the truth must be developed. Berzelius has recently 
chosen to defend his opinions on the basis of his 
old experiments, a method which does not lead to 
the desired end. 

The authors whose work Berzelius, in entire good 
faith, has sought to improve have none of them ac- 
cepted his views. Never, at any time or under any 
circumstances, would Berzelius have tolerated this 
kind of dominance from others, but he would have 
rejected it with all his power. That this has not 
happened to him before is because of the very 
high and enduring esteem in which he is held by 
everyone who knows of his immensely valuable work. 


We now pass to a later day and generation. 

In 1854 Carl Voit graduated in medicine at 
Munich. The following vear, in order to pre- 
pare himself for a scientific career, he attended 
lectures in physics, chemistry, anatomy, and 
zoology. The lectures on chemistry were given 
by the great master Liebig, who was then in his 
prime, while Pettenkofer conducted the labora- 
tory work of the course. 

In 1857 Bischoff and Voit demonstrated that 
nitrogen equilibrium could be established in a 
dog. They also showed that muscular work did 
not increase protein metabolism. Voit made a 
theoretical distinction between ‘‘organized pro- 
tein’’ of the living tissue and ‘‘unorganized pro- 
tein’’ which, after absorption, was rapidly de- 
stroved. The latter led Liebig to state that he 
was so bewildered that he did not know right 
from left, and that modern workers had no great 
thoughts. 

An attack on Voit’s work by Liebig came 
about 1870 when Liebig was sixty-seven and Voit 
was thirty-eight vears old. Voit was stung to 
reply. Perhaps, by recalling the story, it may 
be instructive to bring out this historical cleav- 
age between the thoughts of an older from those 
of a younger generation. It needs no emphasis 
on mv part to impress you with the fact that, 
if some of you of the younger generation are not 
better trained than the masters of an older gen- 
eration, then further scientific advance will not 
be possible. And I here recall the words of one 
of our great American medical prophets, Sam- 
uel J. Meltzer, 

I shall continue to work as long as I live. There 
are only two things which could stop me. If any one 
said to me ‘Meltzer, your work is no longer good,” 
then I would stop. Or if anyone said to me, “Meltzer, 
you can no longer understand a young man,” then I 
would stop also. 


Voit, the young man, writes in 1870 that 
Liebig has published an article on the source of 
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muscular power and on nutrition in which he 
adheres to his old ideas on the subject, in which 
he says that no advances have been made in 25 
years, and in which he discards the newer re- 
searches, especially those of Voit. Liebig is of 
the opinion that, since chemists have recently 
been engaged with other matters and have taken 
only a superficial interest in problems of physi- 
ology and medicine, therefore chemical knowl- 
edge in this field has not become more profound. 

Voit replies, one might hold in a science like 
physiology, in which differences of opinion can 
be answered only by experiment, that attacks 
which are not based on experiments should be 
disregarded, especially if one proposes to con- 
tinue to do experiments oneself. Voit would 
gladly have accepted this view because it gave 
him pain to oppose publicly a man whose services 
to physiology ranked with the greatest ever ren- 
dered and whose ideas constituted the origin 
of his own work. The name of Liebig was justly 
so great and, because of the large number of 
facts involved, the formation of a correct under- 
standing of the doctrines of nutrition was so dif- 
ficult, that a halt in the further development of 
the subject might occur if no reply were made. 
Progress of knowledge in the science of nutri- 
tion was of such great importance for the phy- 
sician, the farmer, and the whole body politic, 
that a recognition of the facts of the case ought 
not to be put off for another decade. 

Voit pointed out that it was Liebig’s good for- 
tune to enter the scientific world at a time of 
the rapid development of organic chemistry. Be- 
cause of his investigations and those of others 
into the chemical composition of food, of differ- 
ent organs of the body, and of the waste prod- 
ucts of the body, he, with a master hand, was 
able to outline the general scope of the processes 
of nutrition. The knowledge of the unequal im- 
portance of different foodstuffs, the tracing of 
complex compounds into simple oxidation prod- 
ucts, opened an important highway into a diffi- 
cult and unexplored territory. As a turning 
point in physiology, Voit declares, only the im- 
mortally memorable work of Lavoisier, which a 
hundred years previously had elucidated the 
process of oxidation, was in any way comparable 
with that of Liebig. 

Many sciences are drawn upon to explain the 
phenomena of life. Often the first application 
in biology of a discovery in pure science does 
not come through physiologists but through the 
discoverers themselves. Thus, the astronomer 
and physicist Kepler laid the. foundations of 
physiological opties; Borelli, the astronomer who 
discovered the elliptical orbits of comets, tried 
to explain the mechanics of respiration and the 
contraction of muscles; Galvani, professor of 
anatomy, discovered animal electricity; Hales, 
an English clergyman, first measured the blood 
pressure ; Lavoisier, a chemist, measured oxygen 
consumption in animals and animal heat. 

_ Even though pure science always maintains 
its influence upon physiology, vet after its first 





impact it is the physiologist alone who has the 
intimate knowledge which enables him to inves- 
tigate the field. It is the physiologist and not 
the physicist who now investigates the physical 
phenomena of the eye, the ear, the production 
of electricity or of animal heat. 

The relation of chemistry to physiology is 
analogous to these examples. The advance in 
chemical knowledge and the development of or- 
ganic chemistry were the elements which en- 
abled Liebig to interpret the processes of life 
as had never before been possible. Not his ideas, 
but the experimental work of his school, en- 
abled him to do this. Liebig himself has de- 
elared that his theories were nothing but concep- 
tions derived from the facets discovered by him- 
self, his pupils, by Wohler, and others. Since a 
new directive force was thus contributed to sci- 
ence the results of his achievement were phenom- 
enal. Even though he later complains of the 
slight consideration given to his views by chem- 
ists, physiologists, and physicians, yet for a 
long period of time his opinions commanded the 
field on the subjects of muscular power, on fat 
formation, and on the causes of metabolism. 

But Liebig himself has truly set forth that 
all theories undergo continual change through 
the correction of faulty observations which were 
held to be correct, and through the discovery 
of new facts. Thus new theories arise from old 
ones. Liebig’s theories cannot escape the same 
fate unless science is to stand still. 

Fourteen years before, Voit declares, he had 
been stimulated by the work of Bidder and 
Schmidt to take up investigations in the field 
of nutritional physiology, at a time when the 
ideas of Liebig had been his guiding star, and 
he had always gladly acknowledged that he 
started on the ground won by him. Liebig, 
with the greatest sagacity, had developed a series 
of interpretations which were based on his know]- 
edge of chemistry. This gave the starting point 
for another kind of investigation, namely that 
of asking the living animal itself to tell the 
real truth about the processes of life. Today 
if one wishes to make theories that are more 
than guesses, one must take into consideration 
the facts obtained through animal experimenta- 
tion. 

Liebig believed that the power of the me- 
chanical work of muscle was derived from pro- 
tein metabolism, but Voit in 1860, very greatly 
to his own astonishment, discovered that the 
nitrogen elimination in complete rest and after 
the severest form of work was entirely un- 
changed. 

sischoff and Voit showed that a change of 
diet might bring about a change in the water 
retention in the body and, therefore, change 
in body weight was not a criterion as to whether 
fat was added or lost to the body. This could 
be determined only by the respiration apparatus 
of Pettenkofer and Voit. Voit notes that the 
excretion of creatinine is not increased by work. 
Since Sechultzen and Nencki have found that 








SCIENCE, WORK, 


1038 


AND CRITICISM—LUSK 





N. E. J. of M. 
May 29, 1930 





the whole nitrogen content of ingested glycine 
and leucine is eliminated within 24 hours as 
urea, these substances are probably forerunners 
of urea in protein metabolism. 

Liebig believed that vegetables and meat ex- 
tract were the equivalent of a meat diet; ‘‘spread 
upon bread the extract gives it the same value 
as meat’’. Voit declared that meat extract was 
only a flavor. The special value of meat in 
comparison with vegetables he declared to be 
dependent on its better utilization, quieker di- 
gestion, larger protein content, and its smaller 
demand on the gastrointestinal digestive system. 

IIe set forth that there is a large production 
of fat from protein in metabolism (and this he 
believed up to the day of his death). 

Voit wrote: 

Liebig stands upon the viewpoints which he cre- 
ated through chemical discoveries 25 years ago. 
But, to the sorrow of those who have known him 
and who have honored his services to science better 
than his flatterers, he has forgotten that they were 
only ideas and possibilities whose truth had first 
to be tested upon animals. This is the ground upon 
which I stand. 


A generation later, when Voit was about sixty, 
| heard him say that there were no good young 
men of forty in Germany at a time when Rub- 
ner, Kossel, and Hofmeister were that age. One 
of these men has written me that modern work- 
ers deal only with Kleinigkeiten (small things). 
Historically speaking, there is an age disability 
in his judgment of the young when a man is 
over sixty. 

In three successive generations in which the 
younger man was forty and the older man sixty 
there was a lack of appreciation of the real 
ability of the younger man. Berzelius criticised 
Liebig ; Liebig criticised Voit; Voit did not fully 
appreciate Rubner. 

The keynote of the lives of all these men was 
work, laboratory work, experiment. tubner 
told me once that Carl Ludwig had said to him 
that bed was a very expensive place. It repre- 
sented lost time which could have been devoted 
to work. Quite recently Rubner, referring to 
a certain physiologist, said to me, ‘‘ He amounts 
to nothing; he writes books; there are too many 
books’’. I have tried to make it clear that it 
is experimental work done for the jov of the 
work that leads us onward. One may dream 
dreams based on erroneous observations and on 
conclusions which are based on experiments too 
few in number. Such a modern dream, in my 
judgment, is to be found in Macleod’s recently 





published book entitled The Fuel of Life. In 
this he accepts as true the erroneous observa- 
tion that the respiratory quotient of isolated 
living muscle, even diabetic muscle, is always 
unity, an experiment which, if true, would in- 
dicate that the fuel of life is glucose. But Rich- 
ardson, Shorr, and Loebel have recently shown 
that the respiratory quotients of normal excised 
renal or muscular tissues are intermediate be- 
tween 1.0 and 0.7, quotients which imply the 
participation of fat in the oxidation, whereas 
the respiratory quotients obtained from similar 
tissues of the depancreatized dog are 0.70 to 
0.75. These findings do not harmonize with 
the idea that carbohydrate is the sole fuel of 
life. But such a book as that of Macleod has 
a high value, since it constitutes a challenge 
to do productive work. Macleod is a man of 
the highest personal character, of high scientific 
achievement, but, as we have learned today, this 
is no protection against the destruction of the- 
ories evolved through misplaced reliance upon 
erroneous or incomplete experimental evidence. 
The words of old Voit come to me, ‘‘It makes no 
difference who is right so long as the truth be 
found.’’ I realize that, from the historical 
standpoint, I am treading perilous ground in 
daring to criticise the work of one vounger than 
I am. 

When one stands upon the Acropolis of Athens 
amid the ruins of the Parthenon and _ reealls 
that this perfect creation once contained the 
statue of Minerva, made of ivory and wrought 
with gold, one is forced to exclaim with the 
poet, ‘‘Land of lost Gods and God-like men!’’ 
The Parthenon is a symbol of human greatness. 

Here in the classical buildings of the Harvard 
Medical School are domiciled such god-like men. 
It is glorious to have such a combination of 
beauty and of worth. It is their mutual associa- 
tion which gives the measure of real value. 
Buildings, money, and advertising are cheap sub- 
stitutes for human greatness. The most impor- 
tant thing here is the scientifie work, work for 
the love of it, work for the joy of it. Liebig 
felt that talent consisted of work and_ will 
power. Men thus endowed, you know them as 
well as I, have given a name and a fame to 
the Harvard Medical School that has spread 
over all the earth. May they continue to mul- 
tiply and bring forth seed after their kind. 
is derived 
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WHERE ARE WE GOING IN TUBERCULOSIS CONTROL?* 


BY KENDALL EMERSON, M.D.t 


ROPHECIES are based on retrospect. It 

would be idle to attempt to forecast the fu- 
ture in tuberculosis control save in the light of 
past experience. It is an easy matter to assem- 
ble a catalog of the policies and practices pur- 
sued by the National Tuberculosis Association 
since its inauguration in 1904. It is a very 
different matter, however, to appraise their ef- 
fectiveness. 

We started twenty-five years ago when the 
death rate from tuberculosis in the United States 
was 200 per 100,000. Today it is 79.2 (1928 
Registration Area). But just what contribution 
preventive measures have made, considered as a 
whole or taking each project separately into ac- 
count, is a question the answer to which lies 
in the realm of pure speculation. It would be 
quite idle to attempt too accurate a prophecy 
regarding the fate of any single phase of our 
work. It will be more profitable to discuss the 
subject from the broader point of view of gen- 
eral tendencies rather than the details of spe- 
cific projects. 

1. What are the probable changes in plans 

for the treatment of the active case? 

2. What preventive measures will probably 

be stressed ? 

3. What program of health education should 

be advocated and what is our contribution ? 

4. How are we codperating in the general 

pubhe health field? 
+. Whither are we tending in matters of 
after-care and social rehabilitations ? 


TREATMENT OF ACTIVE CASE 


Regarding the first of these questions, it is of 
interest to recall that a quarter of a century ago 
there were 113 sanatoria in the United States 
with 9,000 beds. Today there are over 618 san- 
atoria with 73,695 beds, and almost daily we are 
hearing of newly projected institutions scattered 
over all parts of the country. The conclusion 
from these contrasting observations supports 
overwhelmingly the practice of caring for our 
active eases in adequately equipped sanatoria. 
In view of the undeniable advantages of insti- 
tutional training for the tuberculous sick, as well 
as their acknowledged role in effective treat- 
ment, we may assume that the sanatorium is a 
permanent institution. 


SANATORIA 


What changes, if any, may we expect in our 
present sanatorium system? In the early days 


*Read at New England Health Institute—Tuberculosis Sec- 
tion, April 17, 1930. 


+Emerson—Managing Director, National Tuberculosis Asso- 
Clation. For record and address of author see ‘‘This Week's 
Issue’, page 1076. 





and even up to the present time, isolated loeali- 
ties have been chosen for their establishment, for 
several apparently adequate reasons. There are, 
however, serious disadvantages in the existing 
plan. In the first place, patients frequently ob- 
ject to going so far away from home, thereby 
defeating our purpose to remove active cases 
from a community where they may be a menace 
to those with whom they are in contact. For the 
same reason, the number of patients who leave 
sanatoria against advice is disproportionately 
large, homesickness undoubtedly playing an im- 
portant part. 

Secondly, an important consideration is that 
of economy. For a good many years the Na- 
tional Tuberculosis Association has advocated 
tuberculosis wards in general hospitals, espe- 
cially those located in smaller cities or rural 
areas. Much economy in their administration 
could be effected thereby, particularly in these 
days when surgery is playing so considerable a 
part in the treatment of pulmonary disease. 

The third and most important argument 
against isolated sanatoria is the fact that by 
their distance from teaching centers the vast 
opportunities which they afford for instruction 
to medical students and physicians is largely 
missed. This lack is now being recognized by 
medical schools and opportunities are being 
sought for bringing clinical material within 
reach of students. Chicago University is add- 
ing tuberculosis beds to the hospital of its med- 
ical school. Syracuse is putting internes in the 
Municipal Hospital and Yale has arranged with 
the William Wirt Winchester Hospital to have 
all its undergraduate students receive instrue- 
tion at the institution which is located within the 
city limits of New Haven. 

These are some of the arguments that point 
toward a change in policy of the sanatorium of 
the future. These changes are in line with our 
advocated policies and the writer believes that 


i they will form a noticeable modification of our 


present practice in the matter of hospitalization 
of cases. 


PREVENTIVE MEASURE 


The second broad trend for consideration is 
that of general preventive measures now em- 
ploved, which include case-finding, breaking con- 
tacts, preventoria, open-air schools and many 
other projects. Any forecast for change in pres- 
ent methods of prevention can only be based 
on research. With this principle in mind, the 
National Tubereulosis Association has devoted 
an increasing share of its resources to studies 
along various lines which may be roughly 
grouped under social, laboratory and clinical re- 
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search, all of which forms part of the broad 
epidemiological study of the disease. 


FUTURE PROGRAM COMMITTEE 


In spite of the enormous amount of work al- 
ready done, a review of our actual knowledge of 
the life cycle of the bacillus itself, of the effect 
of economic influence on the prevalence of the 
disease, of the methods of its propagation and 
transmission and of its varying specificity for 
different races, is sadly limited. Facing this dis- 
eouraging fact, the National Association has dur- 
ing the past winter established a Future Pro- 
cram Committee, serving as members of which 
are a number of the leading tuberculosis experts 
of the country. This Committee has had the ad- 
vantage of the advice of distinguished statis- 
ticians, students of publie health and adminis- 
trators and is beginning to formulate definite 
lines of epidemiological study which must occupy 
an increasing amount of our attention in the 
future. 

One of the recommendations of this Commit- 
tee is that, when possible, the National Associa- 
tion shall add to its staff a skilled epidemiologist 
and at the same time make provision for more 
satisfactory training of men equipped to earry 
on an increasing amount of scientific research 
along the above lines. 


PROBLEMS 


Among many students of tuberculosis the 
opinion is widespread that our economic pros- 
perity during the past generation has been an 
important factor in lowering our mortality rate, 
but that it has not affected to an equal degree 
the widespread infection from the disease. 
Natural fear arises that if we should suffer a 
general economie depression with the return to 
less prosperous living conditions, the mortality 
might again show an alarming increase. Such 
a catastrophe did oceur in Germany under con- 
ditions of privation engendered by the recent 
war. It is a logical objective to determine more 
scientifically the method whereby the disease 
maintains its endemic proportions and the epi- 
demiological questions involved have by no 
means received a satisfactory answer. 

The racial incidence of tuberculosis is another 
unsolved problem. While the Negro death rate 
has decreased at a pace somewhat resembling 
that of the White, actual Negro mortality is still 
from two to four times higher, and the same ap- 
pears to be true among Mexicans and certain 
other fractions of our population. 

No one ean as yet appraise with accuracy 
what we speak of as resistance against the dis- 
ease assumed to be produced by the initial or 
childhood type of infection. Until studies of 


the antigenetic properties of the blood are 
_ farther advanced than at present, such questions 
will remain as indeterminate factors in our 
future program. 
Enough has been said to indicate the lines of 








thought along which the Future Program Com- 
mittee is working. While it is not likely that 
any revolutionary recommendations will grow 
out of this study, some of the conclusions reached 
may profoundly modify our present day prac- 
tices. 

PROTECTION OF THE CHILD 


Until such time it is probable that far more 
work will be done on the development of the 
preventorium type of eare applied to children. 
This does not mean necessarily the establish- 
ment of any enormous number of actual insti- 
tutions, but it does mean a vastly inereased 
protection for babies and young children against 
contact with eases of active disease. Whether 
or not Dr. Calmette’s vaccine, popularly known 
as B.C.G., will figure as an important element 
in this part of our future program is still a mat- 
ter of uncertainty. It would be idle to ignore 
the reports now reaching us from France as to 
the success of its use; on the other hand there is 
considerable improbability that the same need 
for infant protection will arise in this country 
and for that reason it is doubtful whether there 
will be any advocacy of its generalized use. It 
undoubtedly ‘might prove of real service in 
individual cases, or under certain crowded con- 
ditions, or where the epidemic existence of the 
disease was most marked. 

By the preventorium type of care is meant all 
means that ean be reasonably employed to break 
contact between a child and an infected adult. 
To a considerable extent this would have to be 
done by isolating the child, for which purpose 
institutional preventoria may be required for an 
indefinite period in the future. There are many 
disadvantages in taking a child out of its home 
and it is possible that more economical solu- 
tions of the problem may arise. There can be 
no doubt that the future is to see a vast increase 
in the so-called open-air schools. This does not 
mean the extreme type of school where very low 
temperatures are maintained with their resulting 
discomfort to scholars. It does mean in the long 
run a vastly different attitude on the part of 
the public toward minimal requirements for all 
schools. 

If the open-air school is good for the contact 
children or the subnormal or handicapped 
scholar, it is certainly not harmful for the robust 
individual. Ideally, the school of the future 
should be a one hundred per cent. open-air 
school, affording opportunities for the specialized 
treatment of each individual scholar which may 
be indicated by his particular need. True, the 
expense involved is a bit staggering, but we are 
never going to approach a one hundred per 
cent. health standard for our school children 
until the best protective methods are available 
to each and every one of them. 


CASE FINDING 


Pausing only a moment for a consideration of 
future means for detecting existing infectious 
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eases, one can only remark that up to the present 
the theoretical measures, such as reporting of 
cases, adequate public health nursing, proper 
housing regulations and the supervision of 
health in industry, have as yet scarcely been 
tried. It would be rather begging the question 
in any future prophecy of control methods of 
tuberculosis to invent new devices before test- 
ing thoroughly such rational preventive meas- 
ures as these. How this ideal is to be achieved 
is one of the big problems of the future and that 
brings us to our third topic of discussion, name- 
ly, health education. 


HEALTH EDUCATION 


The methods employed by the National Asso- 
ciation and at present advocated may be divided 
into two broad classes, first, general publicity 
directed primarily toward the adult public, and 
second, child health education, which is a part 
of the school curriculum. It does not seem 
probable that many new devices for improving 
the dissemination of information through pub- 
licity will be found. Existing channels should 
be deepened and broadened. The public health 
service itself has in the last few years taken this 
matter with increasing seriousness and all of the 
more active state and many local departments 
are issuing pamphlets and publications on the 
subject of preventive medicine which have an 
increasing wide distribution. 

The volunteer agencies are at the same time 
enlarging their contributions and the radio will 
without doubt play an increasing part in this 
general program. Its effectiveness generally 
will grow as more children with a health eduea- 
tion program are graduated from our schools, 
since they, in contrast to their parents, will have 
had the soil cultivated to a greater extent for 
the reception of the seeds of preventive medical 
instruction. 

Child health education began as a part of the 
publie school system only about a dozen years 
ago. It has developed with very striking rapid- 
ity and like most such rapid growths is now 
in a state of considerable chaos. The subject 
matter is medical and the channels through 
which the instruction must come is educational. 
Complications have been and are inevitable, and 
the future must find a way of smoothing out the 
tangles. Fortunately, the National Education 
Association has recognized the fundamental im- 
portanee of health education and is more than 
ready to cooperate in giving it: an established 
and appropriate position in the curriculum. 

The question of whence the necessary material 
for instruction shall come and how it shall be 
administered is not an easy one to solve in view 
of the facet that so highly technical a subject 
must be entrusted to the hands of lay teachers 
to interpret. By patient effort this will be ac- 
complished, but it is one of the hard tasks of 
the future and one in which the National Asso- 
¢Ciation and all its branches have a profound 





interest. It is proposed to enlarge the scope of 
the National’s child health education depart- 
ment in an effort to help more effectively toward 
a solution of this problem. I believe that more 
practical developments will result along this 
particular line of work than along any other of 
our enterprises for perhaps the next decade or 
two. 


COOPERATION IN THE GENERAL PUBLIC HEALTH 
FIELD 


In the inauguration of the work of the Na- 
tional Tuberculosis Association it was desirable, 
as well as inevitable, to place chief emphasis on 
actual preventive work in tuberculosis itself. 
From the first, however, it was recognized that 
any attempt to control the disease involved all 
fields of public health enterprises, such as sani- 
tation, food protection, housing, conditions of 
labor, as well as the health of the community 
and the prevention of communicable diseases. 

Subsequent to the formation of the National 
Tuberculosis Association, other volunteer health 
organizations have grown up, each devoting its 
primary attention to one of the various branches 
into which health work and the control of com- 
municable diseases may be divided. In view of 
the characteristics of tuberculosis, it is evident 
that the prevention work of such organization 
bears a close relationship to the objectives at 
which we have aimed, namely, improvement in 
health standards and economic conditions. 

Through the formation of the National Health 
Council an attempt was made to coordinate the 
work of all such volunteer health associations. 
This has been partially successful, but the future 
should see a far closer community of effort be- 
tween all associations having as their main ob- 
ject public education in preventive medical 
prineiples. Some progress can be reported dur- 
ing the past year. 

It is believed that there are influences at 
work which may accelerate this progress. Among 
others it is fair to allude to the White House 
Conference on Child Health and Protection 
which has aroused national interest in President 
Hoover’s familiar doctrine that the future health 
of the race depends on the protection of the 
ehild. The fact that all health organizations 
have been asked to participate in this conference 
and that most of us are making special studies 
which shall serve as a basis for discussion will 
undoubtedly have an important influence in 
showing us the close interrelationship of our 
several activities. 

Through its nation-wide organization of state 
and local associations our Society is in a posi- 
tion to extend its cooperative aid in the broader 
fields of public health work. While this should 
mean no lessening of our primary duty to stress 
the importance of tuberculosis as a continuing 
public menace, we must still not lose sight of our 
opportunity to contribute to a more generalized 
program. Among the future trends of our 
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organization, it is the writer’s opinion that our 
opportunity, as well as our obligation, toward 
closer codperation with the public health service 
itself and with other health organizations will 
be increasingly stressed. 


AFTER-CARE AND REITABILITATION 


Finally, we must refer to the matter of after- 
eare and rehabilitation. This has been called 
the third stage of treatment, the first stage being 
rest in bed, the second rest with graduated exer- 
cise and the third, the arrested stage or period 
of rehabilitation when the patient may be re- 
stored to his maximum economie efficiency. Un- 
til very lately sanatoria have paid only the 
scantiest attention to this really vast problem. 
Publie Health departments have shown indif- 
ference. Society in general and industry in 
particular have given no considerable amount 
of ecodperation. 

One means of meeting the need is by the 
sheltered workshop, such as the Altro Shop, or 
Potts Memorial in this eountry, and the Pap- 
worth Industrial Village in England. At best 
such enterprises are in the nature of experi- 
ments or demonstrations. The vast bulk of ar- 
rested eases must be absorbed by communities 
from which they come. It is an expensive mat- 
ter to cure or arrest a case of tuberculosis. It is 
an economic fallacy not to protect the invest- 
ment so made by preventing future breakdowns. 
The difficulties and expense of this undertaking 
have appalled us and we have at best only 
marked time in attempting a solution of this 
problem up to the present. The future must 
see us adopt an aggressive poliey. A hurried out- 
line of the procedure may be stated as follows: 

In the first place, patients should be kept in 
sanatoria until their cases are arrested to a point 
where they can safely be allowed to go back into 
their respective communities and undertake 
some sort of work. If their previous employ- 
ment was of a nature to which they may returr. 
without danger, the problem is greatly simpli- 
fied. If their subsequent career involved voea- 
tional rehabilitation and sheltered employment 
for a considerable period or perhaps permanent- 
ly, the economie burden is greatly increased. 
Society’s responsibility is, however, none the 
less clear because of the difficulties in the way. 

Of course, the cases which have not benefited 
by sanatorium treatment must be looked upon 
as unproductive, chronic invalids and exeept for 
their medical supervision do not enter into this 
discussion. 

Every discharged case should be transferred 
to the public health service records in the com- 
munity to which he returns. This should not be 
a perfunctory matter but should be done with 
such thoroughness as to insure a one hundred 
per cent. supervision of all discharged cases. 
It does not mean an undue burden on the pub- 
lic health service. It does mean that that serv- 





ice should be responsible for seeing to it that 
each case is placed under the supervisory direc. 
tion which it requires. 

The burden of the arrested industrial case 
must come on industry. If we examine the ree- 
ords of the employees of any large factory, we 
will find that only in exceptional cases do we 
have more than one or two per cent. affected 
with tuberculosis. It does not seem unjust to 
expect such industries to absorb their sanatorium 
graduates, adjusting each to the specifie job 
which he is safely capable of undertaking. This 
rule cannot have universal application since it 
is probable that certain hazardous trades would 
have a disproportionate number of breakdowns, 
but the rule still has a wide application. 

If vocational rehabilitation is necessary, the 
state rehabilitation bureau, subsidized as_ they 
are by Federal grants, should be encouraged to 
handle this problem. Already such cooperation 
has been secured in various states and there is a 
promise that the work will extend rapidly in 
the vears to come. 

Underlying all discussions of future program 
in tuberculosis work is a substratum of research, 
without which there is no reliable guidance. 
The work of the Medical Research Committee of 
the National Tuberculosis Association is already 
familiar. Our work in social research is not so 
widely known, but it is progressing in many 
productive directions. If we had a disease to 
combat with the characteristics of diphtheria, 
smallpox, or typhoid, the problem would be 
vastly simplified. As a matter of facet, in spite 
of its existence throughout the history of man- 
kind, tuberculosis is in some respects as much of 
a mystery as it was in the days of Hippocrates. 

The intensive laboratory and epidemiological 
study must be continued and extended. There 
is always the possibility that this may lead to 
some abrupt discovery which will alter the pic- 
tures and modify our whole program of work. 
Pending that hoped for discovery, we must ad- 
mit that the future of our work varies rather in 
intensity than in kind and that for the most 
part we must continue to build more solidly a 
structure on the same foundations and along 
similar lines as those upon which we have built 
for the past quarter century. 


Discussion BY Ropert B. Kerr, M.D. 


After such a splendid presentation of the sub- 
ject “WHERE ARE WE GOING IN TUBER- 
CULOSIS CONTROL” by Dr. Emerson—an 
address which I have had the privilege of read- 
ing before presentation here—it is not probable 
that there is anything I ean add to what has al- 
ready been so well said, yet I do not think that 
it is amiss to devote the time given me for dis- 
cussion to emphasize some of the points brought 
out in the address. 


Dr. Emerson frankly states that ‘‘barring 


some abrupt discovery as to a specifie cure or 
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preventive for tuberculosis, the future of our 
work varies rather in intensity than in kind 
and that for the most part we must continue to 
build more solidly a structure on the same 
foundations and along similar lines as_ those 
upon which we have built for the past quarter 
century’’. 

In this connection I am reminded of two 
axioms. 

1. Hold fast to that which is good. 

2. Be not weary in well doing. 


Let us hold fast to that which we have found 
to be effective in the cure and prevention of 
tuberculosis in the past twenty-five years and 
be not weary in well doing! 

Always in any movement, we have the pio- 
neers—the blazers of new trails—the discoverers 
of new paths to greater progress. Theirs is a 
glorious privilege and a stimulating experience. 

3ut just as important for ultimate success in 
any great movement are those who continually 
‘carry on’’—who till the soil and bring it to 
full fruition. To them does not come the thrill 
of the pioneer yet theirs is the abiding joy and 
satisfaction of fulfillment—of seeing a great 
work going on to victory. 

It is reasonably safe to say that the tubereu- 
losis program has evolved from the pioneer 
stage. The trails have been for the most part 
blazed—we know the paths of progress—we 
know how to attain results in the prevention 
and cure of tuberculosis. New adaptations of 
program will and should be tried from time to 
time but in the main, as Dr. Emerson has so 
well said,-our future progress is to be built upon 
more intensive betterment of our program of 
the past 


TREATING THE TUBERCULOUS SICK 


First with reference to treatment of the active 
case of tuberculosis, Dr. Emerson has told you 
that in the past 25 years ‘‘the number of sana- 
torium beds has increased from 9,000 to 73,695 
and that almost daily we are hearing of newly 
projected institutions scattered over the coun- 
trey”. 

This clearly demonstrates that the publie will 
cheerfully pay for building and maintaining 
sanatoria. In my opinion the growth of the 
sanatorium movement in this country is a mon- 
ument to the practical idealism of the Ameri- 
can people for I am informed that they have 
voluntarily taxed themselves $175,000,000 to 
build these sanatoria and to'expend $30,000,- 
000 annually to maintain them. We know that 
these sanatoria can be carried on for the benefit 
of all classes with no social stigma involved. 
We know that these sanatoria can develop 
clinies in various parts of the territories which 
they serve, enlisting the codperation of the 
medical profession, thereby stimulating better 
diagnosis and treatment of tuberculosis by 
physicians generally. 

We know that for the most part our sanatoria 





are increasing in prestige and usefulness and 
meeting with increasing cooperation on the part 
of the public. 

Yet the indications are that we need at least 
two beds for every annual death (averaged over 
a five year period). In other words it is reason- 
able to assume that we must double our former 
goal of one bed to each annual death and that 
the increasing interest and codperation of the 
public will bring this increased capacity about 
in the vears ahead. 

There must be an aggressive effort to increase 
the number of sanatoria beds. Despite its 
deficiencies we know that sanatorium treatment 
provides the best opportunity for arrest because 
of the specialized and highly skilled treatment 
available. 


RELAPSE—OR CURE 


I was much pleased with the statement of Dr. 
Emerson that the future must see us adopt an 
aggressive policy with reference to the matter 
of safeguarding our investment in sanatorium 
treatment by preventing future breakdowns 
among our patients discharged as arrested cases 
from the sanatoria. 

It is a tragic circumstance that altogether too 
large a percentage of our patients discharged 
from the sanatoria as arrested break down with- 
in five or six years after leaving these institu- 
tions. 

The solution of this problem is most difficult. 
Keeping patients in sanatoria until well arrested 
would help. Proper teaching of arrested cases 
before discharge and frank explanation as to 
possibility of relapse and methods to avoid 
same would help. Proper selection of employ- 
ment would help. Proper follow-up service by 
tuberculosis nurses and clinics would help. 
There are many difficulties to be overcome but 
this problem must be studied and solved if we 
are to continue to merit the increasing codpera- 
tion of the public in building and maintaining 
sanatoria. There must be considerable improve- 
ment in our sanatorium service and in our re- 
habilitation service. 

An aggressive effort must be made to maintain 
the dividends earned in sanatoria treatment 
through educational programs, particularly for 
arrested cases before discharge from sanatoria 
and providing proper assistance particularly in 
the dangerous six-year period after discharge. 

In addition every possible effort should be 
made to enable the arrested tuberculous patient 
to carry on as a wage earner under conditions 
best suitable for maintenance of arrest. This 
may be attained through codperation of industry 
as has been suggested by Dr. Emerson. 


CASE FINDING 


Various demonstration services during the 
past twenty-five years have proven that where 
the ratio of KNOWN tuberculosis cases is high 
in a community, the tuberculosis death rate is 
low. 
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We know that few communities in the United 
States have as yet averaged six active cases of 
tuberculosis under supervision to each annual 
death—and this is only a minimum for several 
demonstrations have shown that we should have 
nine or ten active cases under treatment. 

There is great need throughout the country 
for aggressive campaigns for the discovery of 
tuberculosis patients. 

Experience has taught us that the results ob- 
tained from the law requiring the reporting of 
eases is far from satisfactory. We know that 
the only successful means of locating cases is by 
the clinic, conducted by physicians well trained 
in tuberculosis, and the clinic preceded by in- 
tensive publicity. 

The future years will undoubtedly see increas- 
ing growth of the tuberculosis clinie because of 
its demonstrated value in the early discovery 
of tuberculosis cases. 

We know that our young adult group is par- 
ticularly prone to attack but as yet the amount 
of effort expended in this direction is negligible. 

There is a great need for specialized chest 
examinations in young adults and children. 
These must become an important part of any 
well-organized school health program, particu- 
larly in the high school groups. 

This particular program is expensive. Many 
difficulties must be overcome. In some places 
there may be opposition to tuberculin tests. 
The cost of x-ray plates of chests for children 
is a big item. The securing of competent diag- 


nosticians is another difficulty. Yet I believe 
the future will see these problems met with in- 
creasing success and a tremendous intensifica- 
tion of the program for the discovery of the 
childhood type of tuberculosis as its effective- 
ness becomes demonstrated. 


HEALTIHL EDUCATION 


There is good reason to believe that the cam- 
paign of education regarding the nature of tu- 
bereulosis, its early symptoms and prevention 
and eure, has been notably successful. In fact 
it seems not unfair to say that it is possible and 
not difficult to carry on an educational cam- 
paign which will cause the publie to go to 
agencies for the diagnosis and eure of the dis- 
ease. 

It is agreed there is great need for a contin- 
uous tuberculosis educational program through- 
out the country. This campaign is effective 
during December in the Christmas Seal Sale 
and in April in the Early Diagnosis for Tuber- 
culosis Campaign. 

There is great need, however, for yet more 
endeavor in the promotion of intensive health 
educational programs throughout the vear to 
merit and secure the increasing participation of 
physicians and the public in tuberculosis cam- 
paigns. 

Our educational programs should be such as 
to grip the imagination of business men and to 
influence leaders of industry to build for the 
better health of their employees and to give 
ladequate backing to community health projects. 





_— 
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TUBERCULOSIS 


IN CHILDREN* 


BY HENRY D. CHADWICK, M.D.tT 


UBERCULOSIS should be considered one of 
the serious diseases of children. It causes 
the death of more boys and girls under fifteen 
years of age than either whooping cough, 
measles, scarlet fever or diphtheria, and cripples 
and maims many others. Many children are in- 
fected, and mild disease develops with symp- 
toms and signs so slight that the condition is 
unrecognized until perhaps vears have passed. 
We find that more than half of the cases of pul- 
monary tuberculosis in adolescence have had a 
preceding childhood type of disease. The insid- 
ious prodromal stage has passed unnoticed and 
with it the most favorable time for treatment. 
Tuberculosis stands at the head of the column 
of deaths caused by communicable diseases up to 
fifteen years, and from that age to forty it leads 
all the rest. We are now in a better position to 
do something about it. We can recognize it in 
its incipient forms as it occurs in children. We 
know something of its habits and its habitat. We 
have given it a new name—chiidhood type of 
*Read before the New England Health Institute on April 15, 
936 
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tuberculosis. This is to supersede the numerous 
aliases by which it has been known in the past. 

The term—childhood type of tubereulosis—has 
been adopted by the National Tuberculosis Asso- 
ciation and will hereafter be used to describe 
the diffuse or nodular lesions in the lung and 
associated tracheobronchial lymph nodes that 
result from a first infection with tubercle 
bacilli. 


SEQUENCE OF EVENTS 


The immediate response of the pulmonary 
tissue to a primary infection with the tubercle 
bacillus is a nodular or diffuse lesion which may 
be situated in any part of the lung. 


The chronological order of the stages in the 
childhood type of tuberculosis is as follows: 
(1) The formation within the parenchyma 
usually adjacent to the pleura, of one, or, less 
commonly, more than one, focus of tuberculous 
tissue, with a central ecaseation. (2) In uz- 
favorable cases, particularly in infants, periph- 
eral spread takes place about the single focus 
or multiple foci with consequent invasion of a 
large area of lung. In favorable cases, which 
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are not rare in infancy and constitute the 
majority of lesions in older children, the case- 
ated area remains small and the tuberculous 
tissue about it becomes reduced to a fibrous 
capsule. (3) A deposit of calcium usually oe- 
curs in the caseous nodule. 

A similar sequence of events takes place al- 
most simultaneously in the tracheobronchial 
lvmph nodes that drain the diseased area. It 
not infrequently happens that the primary 
lesion in the lung is so small that it escapes 
notice, and the x-ray evidence, therefore, varies 
according to the phase of the disease at the time 
the film is taken. It may show a small fresh 
focus or a diffuse infiltration in the lung with 
or without demonstrable unealcified nodes; it 
may show a primary nodule in the lung with or 
without calcified masses in the hilum; it 
may show ealcified masses in the hilum and no 
obvious disease in the lung; it may show only 
circumscribed masses of caseous nodes project- 
ing from the hilum out into the parenchyma of 
the lung. There are occasional cases in which 
the infiltrative process is not absorbed and ex- 
cavation of the caseous center takes place. This 
form of lesion may then spread throughout the 
Iung and result in generalized tuberculosis, or 
it may retrogress to healing. 


DIFFERENCES BETWEEN CHILDHOOD AND ADULT 
TYPES 


Adult pulmonary tuberculosis is the result of 
a reinfection from an exogenous or endogenous 
source. It generally begins in the apex, from 
which it has a tendency to spread. It is charac- 
teristic of this form that the tracheobronchial 
Ivmph nodes remain uninvolved. 


A tuberculous, non-apical lesion, even with- 
out demonstrable enlargement of the tracheo- 
bronchial nodes, should be considered as a child- 
hood type of disease, unless there is evidence of 
an older tuberculous focus in some part of the 
lung. 

The two types of pulmonary tuberculosis have 
the following characteristics: 


Childhood Type 
Usually occurs in chil- 
dren but rarely in adults. 


Adult Type 
Usually occurs in adults 
but may be found in chil- 
dren. 


Result of a primary in- Result of a reinfection. 


fection. 
May be localized in any 
part of the lung. 


Localization is apical, ex- 
tending along the pleura, 
often _ posterolaterally. 
The first clinical mani- 
festation, however, is of- 
ten in the infraclavicular 
space. 


Associated tracheobron- Tracheobronchial lymph 

chial lymph nodes are nodes not involved by 

always involved but may this’ reinfection except 

not be demonstrable. sometimes in the termi- 
nal stage. 


Caseous lesions usually 
become calcified or incap- 
sulated in fibrous tissue. 


Caseous lesions usually 
followed by excavaticn or 
fibrosis, or both. 





Infiltrated areas common- 
ly resolve leaving trivial 
or no scars except for the 
foci of caseation, which 
usually become calcified. 


Infiltrated areas may re- 
solve with the production 
of more or less fibrous 
tissue. 


Prognosis good. Prognosis in children is 


poor. 


The diagnosis depends upon the consideration 
of these factors: 

1. History 

2. Symptoms 

3. Physical signs 

4. Tuberculin test 

5. X-ray evidence 

6. Exclusion of other causes that might pro- 
duce similar conditions. 


HISTORY 


Inquiry should be made as to whether the pa- 
tient has been intimately associated with any 
person who has had pulmonary tuberculosis. 
The closer the contact, the more opportunity 
there is for infection. Prolonged exposure of 
a child to a patient with pulmonary tubercu- 
losis usually results in infection, and excessive 
infection produces disease. Relationship to a 
person who has tuberculosis, without opportu- 
nity for contact, is not important in considering 
diagnosis. 


SYMPTOMS 


Many children have the childhood type of 
tuberculosis without manifesting any symptoms 
that can be ascribed to the disease, although 
they may have a progressive lesion. 


Weight 


Either the childhood or adult type of tuber- 
culosis may be found in overweight, average 
weight or underweight children. Therefore, 
many eases of tuberculosis will be missed if only 
underweight children are examined. Those in 
apparently excellent general condition may have 
an active focus of disease. 


Undue Fatigue 


The tendency to tire easily is often noted and 
may be said to be the most common complaint 
in these children. 


Cough 


Cough may occur during the stage of pul- 
monary infiltration. It is not, however, a con- 
stant symptom even in this phase of the disease ; 
and, if present, is often attributed to a cold. 
It is not present after the perifocal inflamma- 
tion has absorbed and the caseous or ealeifving 
stage of the pulmonary nodule is reached, or 
when the disease is manifest only in the tracheo- 
bronchial glands. 


Fever 


It should be kept in mind that a child’s tem- 
perature is more unstable and is about one de- 
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gree higher than an adult’s. Therefore, a child’s 
mouth temperature may be within normal limits 
if it occasionally goes to 100°. 


Pleurisy with Effusion 


A pleuritie effusion occurs rather frequently 
in children, and if no other cause is known it 
should be considered due to tuberculosis of the 
pleura. The symptoms accompanying this con- 
dition are often so slight that the presence of 
fluid is often unsuspected. 

Occasionally an effusion will develop while 
the child is under treatment. The usual symp- 
tom is a sudden rise in temperature of two 
or three degrees which lasts for a few days 
and then subsides. There is no pain to attract 
attention to this condition. A physical exam- 
ination and roentgenogram will establish the 
diagnosis. Svmptoms are so slight that the con- 
dition can easily be overlooked if routine daily 
temperatures are not recorded. This is not done 
in the home, and therefore, a child might have 
a pleuritic effusion and the febrile symptoms 
that accompany it might go unnoticed, or if 
noted would be ascribed to a digestive disturb- 
ance or a slight cold. 


PHYSICAL SIGNS 


A diagnosis of some phases of the childhood 
type of tuberculosis cannot be made by physical 
examination. Auscultation and percussion are 
of service only in finding diffuse infiltrations 
of the lung or such enormously enlarged nodes 
as are found chiefly in infants. Slight infiltrated 
areas, tuberculous nodules in the parenchyma, 
and most lesions of the tracheobronchial nodes 
‘annot be demonstrated by physical examina- 
tion. As a rule, only diffuse infiltrations or con- 
solidations of the parenchyma give rise to phys- 
ical signs 


TUBERCULIN TEST 


A positive reaction to the tuberculin test al- 
Ways means infection with tubercle bacilli, but 
it does not necessarily indicate disease, or wheth- 
er it is active or latent. The Mantoux or intra- 
cutaneous test is more accurate and with it a 
slightly larger number of reactors will be ob- 
tained than is possible with the Pirquet or eu- 
taneous technic. 


X-RAY 


An x-ray is indispensable in the examination 
of a child’s chest. Without it a positive diagnosis 
of the childhood type of tubereulosis cannot be 
made. Furthermore, a physician, however good 
a clinician he may be, is not justified in exelud- 
ing tuberculosis without checking his physical 
examination of the chest with the evidence that 
only an x-ray film can give. There are two 
groups of lesions peculiar to the childhood type 
‘of tuberculosis that should be looked for in a 
roentgenogram—the parenchymal and the tra- 
cheobronchial. 





The parenchymal lesions may be found in any 
part of the lung. They may be nodular or dif- 
fuse. If diffuse, the appearance is that of tuber- 
culous pneumonia. As resorption takes place 
only one or more small nodules, or a few 
strands, remain. This evidence in time may also 
disappear. 

The tracheobronchial node involvement may 
be seen as) masses along the trachea, the main 
bronchi or their larger subdivisions. The den- 
sity of the shadow cast by these diseased nodes 
depends chiefly upon the degree of calcification 
that has occurred. During the caseous stage, be- 
fore any deposit of calcium has taken place, 
their density is so near that of the structures, 
vessels and bronchi with their delicate areolar 
sheath that together fill the hilum space, that 
the nodes can rarely be differentiated. In rela- 
tively few instances the nodes are so large that 
they protrude beyond the normal hilum area into 
the lung parenchyma. Then the outline of the 
diseased mass can be seen as it has a greater 
density than the lung tissue with which it is in 
contact. Perceptible lesions of the nodes, or 
areolar connective tissue of the hilum other than 
tuberculous nodes are rare. Artifacts due to 
movement cause practically all the diffuse ill- 
defined broadening and blurring of the hilum 
that is often seen. In a study of the film for 
evidence of the childhood type of tuberculosis 
both the parenchymal and_ tracheobronchial 
phases must be sought. One or the other, or 
a combination of both, may be present. 


DIFFERENTIAL DIAGNOSIS 


The diseases that sometimes simulate the child- 
hood type of tuberculosis are bronchopneumonia, 
bronchiectasis, pulmonary abscess, Hodgkin’s 
disease, enlarged thymus, neoplasms and medi- 
astina! abscess. 

The parenchymal lesions of the childhood type 
of tuberculosis are chiefly to be differentiated 
from acute and chronie non-tuberculous infiltra- 
tions of the lung. Acute bronchopneumonia 
asually causes a sudden, severe illness, and the 
density in the lung elears rapidly. Chronie non- 
tuberculous infiltrations, ineluding broncehiee- 
tasis, date from an attack of bronchopneumonia, 
often the bronchopneumonia of measles, whoop- 
ing cough, or scarlet fever. In many of these 
cases, the vessels of the hilum are prominent and 
enlarged and ean be traced into the parenchymal 
lesion which appears as strands and spots close 
to the diaphragm. The history records repeated 
severe illnesses, with rapid recovery except for 
persistent sputum. Lesions of the accessory 
nasal sinuses or the tonsils may be associated 
with these chronic non-tuberculous infiltrations. 

Rounded unealcified masses projecting from 
the hilum or mediastinum into the parenchyma 
‘rarely have any other cause than tuberculosis. 
Hodgkin’s disease will occasionally come into 
question. Apparent broadening of the medias- 


tinum due to exposure during expiration and 
such broadening as normally oceurs in children 
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with short, deep chests should rarely be con- 
fused with tuberculous lesions of the nodes, 
since the former presents a smooth and uniform 
breadth, while the latter are irregularly rounded 
and usually associated with rounded masses pro- 
jecting from the hilum. The thymus shadow is 
likewise not rounded and not associated with 
rounded masses projecting from the hilum. 
Pulmonary abscess occasionally produces 
signs and symptoms that may be confused with 
pulmonary tuberculosis. In abscess there is 
usually a history of a recent tonsillectomy, some 
other operation on the upper respiratory tract, 
or pneumonia, a short time before cough and 
pulmonary symptoms appear. The possibility 
of a foreign body in the bronchus as a possible 
cause of the condition must also be considered. 


TREATMENT 


Most important of all is to prevent further 
infections. The other essentials are rest, fresh 
air, suitable food and sunlight. When these 
factors cannot be obtained at home, institutional 
care is advisable. These children, except those 
with pulmonary infiltrations, need not be ex- 
eluded from school as they have no open lesions, 
and therefore cannot infect other children with 
whom they may associate. Open-air rooms, 
summer camps, preventoria serve an excellent 
purpose in giving these children living econdi- 
tions that will aid them in healing their tuber- 
culous lesions. The removal of physical defects 
that retard growth should be attended to with- 
out delay. It should be noted, however, that 
children with diffuse tuberculous pulmonary in- 
filtrations should not be subjected to a tonsillee- 
tomy, as surgery in such eases often activates 
the disease. 


PROGNOSIS 


This depends largely upon the child’s reaction 
to the tuberculous infection and also to the fre- 
queney and dosage of bacilli. If further infection 
is stopped, most children will become adjusted 
to their disease unless extensive infiltration of 
the lung is present. Children sometimes sue- 
cumb to an excessive infeetion, and death in 
these cases is due to miliary tuberculosis or a 
tuberculous pneumonia which becomes general- 
ized. The majority, however are able to with- 
stand the infection, and the diseased nodules in 
the lungs and nodes become ealecified and well 
walled off by fibrous tissue. Notwithstanding 
how well healed these lesions appear to be, they 
are a source of danger during the period of 
adolescenee. Many girls and some boys break 
down at that time with pulmonary tuberculosis. 
From one-third to one-half of the eases of tuber- 
culosis of the adult type found in adolescents 
have had a preceding childhood type of disease 
that is evident from the calcified lesions seen in 
the roentgenogram. Therefore, boys and girls 
below the age of twenty who are known to have 
the childhood type of tuberculosis should be 








advised to avoid strenuous exercise and com- 
petitive games unless their tuberculin reaction 
is negative and contact is known to have ceased 


in early childhood. Without this precaution 
there is great danger in these cases that exces- 
sive strain may reactivate dormant infection. 


SUMMARY 


The childhood and adult forms of pulmonary 
tuberculosis are two very distinet types of dis- 
ease. In the childhood type the lesion develops 
in non-sensitized tissue, and the disease is spread 
through the lymph channels to the nodes drain- 
ing the diseased area. 

In the adult type the lesion develops in the 
sensitized tissue, which tends to fix the baeilli in 
the infected area. When the spread takes place 
it is by continuity, by aspiration of infected 
material to other parts of the lungs or by the 
blood stream. This blood stream seeding may 
result in a localized lesion in bone and joint or 
in any organ of the body or in widespread 
miliary or nodular disseminated tuberculosis. 

Not only is the diagnosis of tuberculosis in 
children very important, but the type of disease 
must be carefully determined. The decision as 
to its infectious nature, exclusion from school, 
necessity for active treatment, sanatorium care 
or home supervision and prognosis depend 
upon it. 

Tuberculous lesions in a child are a source of 
danger throughout adolescence and early adult 
life although they may appear to be retrogress- 
ing or caleifying. The amount of protection 
afforded depends upon the strength and integ- 
rity of the fibrous tissue enclosing the areas of 
disease and we have no way of measuring it. 
Healing is a slow process that takes vears to 
perfect. This we must remember and do all 
that we ean to find and safeguard the tubereu- 
lous children during the years of their youth. 


A booklet on childhood type of tuberculosis has 
been compiled by Dr. Henry D. Chadwick and Dr. 
Kk’. Maurice McPhedran and published by the National 
Tuberculosis Association. This contains diagrams 
and reproductions of x-ray films showing different 
phases of childhood tuberculosis and a detailed de- 
scription of the intra-cutaneous (Mantoux) and cuta- 
neous (Pirquet) tuberculin test. This is to be dis- 
tributed by the State and local tuberculosis associa- 
tions from whom copies can be obtained. 

Se 


DIGEST OF REMARKS OF JAMES ALEX. 
ANDER MILLER, M.D.* 


Dr. James Alexander Miller, Professor of 
Medicine, College of Physicians and Surgeons, 
Columbia University, spoke on ‘‘Why People 
Die From Tuberculosis—A Plain Talk to Phy- 
sicians and Laymen’’. 

Dr. Miller said in part, ‘‘Despite the marked 
decline in tuberculosis mortality in the past 
twenty years there are still about 90,000 deaths 
annually from this disease. Of this number of 


*Before the New England Health Institute, April 16, 1930. 
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deaths probably one-half are altogether pre- 
ventible. The intensive efforts in recent years 
in Framingham, Massachusetts, Cattaraugus 
County, New York, and the Yorkville District, 
New York City, prove conclusively that where 
intensive efforts are made for the control of the 
disease through a well-developed and earefully 
worked out plan a marked decline in mortality 
‘an be effected. 

‘It is likely that as the vears go by the tuber- 
culosis decline will not be so pronounced because 
the problem can no longer be dealt with in a 
gross way but must be fought w:th increasingly 





refined methods. The recent slowing up in the 


EXCERPTS FROM THE FIRST PRIZE WINNING 
GORGAS MEMORIAL CONTEST 





By Pauline LopGe, LAKEWoop HIGH SCHOOL, 
LAKEWooD, OHIO 


Modern science has made the world, and particu- 
larly our cities, a far more convenient place in which 
to live than it was only a generation or two ago. The 
chemist, the physicist, and the engineer take a proper 
pride in the fact that their discoveries and inven- 
tions have facilitated travel and other forms of hu- 
man activity. 

If New York or any other large city were deprived 
of the protection of medical science its civilization 
would go back five hundred years. Not only would 
it mean inconvenience; it would be a matter of life 
and death for the greater part of the inhabitants of 
every city, large and small. The pestilences would 
return. Epidemics would sweep across the country, 
and within a decade a great part of the population 
would be wiped out. Yellow fever would return to 
Panama and would block traffic through the canal. 
If it should happen that the measures of preventive 
medicine were lost, if drinking water were no longer 
protected or purified, if the sanitary disposal of sew- 
age were not practiced, and if vaccination were dis- 
continued, every facility for rapid transportation 
would be equally effective for the rapid spread of 
disease. 

The uses of inventions and discoveries of physical 
science would be utterly impossible without medical 
protection. 

In spite of the fact that the benefits both of phys- 
ical science and of medical science are vital to mod- 
ern civilization, many people take quite different at- 
titudes toward these two essentials. Everyone sees 
the advantage of the airplane or automobile, but 
very few people realize the dependence of civiliza- 
tion upon the furthering of preventive measures for 
diseases. 

The medical sciences are today giving the world 
the most healthful period it has ever known, but 
they are not yet mature. What has already been 
accomplished in scientific medicine is small in com- 
parison with future possibilities of preventing dis- 
ease and prolonging human life. But there is no as- 


surance that these possibilities will ever be fealized 
unless each man can be taught to use preventive 
measures instead of waiting until the disease is upon 
him to have it cured. 

Diseases cannot be prevented until the cause of 


decline of mortality in tuberculosis is proof that 
the methods we have used in the past must be 
improved and new methods devised to meet the 
more difficult situation of reducing the present 
toll. Some of the methods which must be util- 
ized to bring about further reduction in tuber- 
culosis are are follows: Earlier diagnosis, im- 
provements in nutrition, universal pasteurization 
of milk supply, elimination of tubercular cattle, 
establishment of tubereulosis wards in general 
hospitals, securing larger number of patients in 
the incipient stage for the sanatoria, follow-up 
of discharged sanatorium patients and improve- 
ment of the training of medical students.’’ 








each is discovered, and this is one of the purposes 
for which the Gorgas Memorial Institute of Tropi- 
cal and Preventive Medicine was founded: to main- 
tain on the Isthmus of Panama a great Laboratory 
for the study and research of the causes and preven- 
tion of disease, particularly tropical disease. The 
other purpose was the creation of a vital and wor- 
thy memorial to the great Sanitarian, William Craw- 
ford Gorgas. 

General Gorgas practiced the theories of preven- 
tive medicine in his extensive work in the Tropics 
and as Surgeon General of our Army during the 
World War. He freed Havana and the Canal Zone 
of the menace of yellow fever by destroying the car. 
rier of it, the mosquito. Later, during the War, he 
established the policy of thorough medical examina- 
tion of all recruits, and periodic medical inspection 
of all soldiers. As a result our non-casualty death 
rate was below that of any other nation. 

The purposes of the Gorgas Memorial Institute are 
purely humanitarian and scientific. Its officers and 
directors serve without pay, it operates without pro- 
fit, and its work thus far has been wholly maintained 
by funds raised through popular contributions. Its 
organization contemplates two principal lines of op- 
eration—one, for the popularization of health and 
sanitary work in the United States, as a supplement 
to governmental health activities; and the other, for 
the intensive study in the Tropics of the causes and 
prevention of disease. The first phase is well-organ- 
ized and is achieving splendid results. The other is 
being undertaken and financed by an appropriation 
from the United States Government, to which phil- 
anthropic individuals as well as the Countries of 
South and Central America, who will be the direct 
beneficiaries, are expected to add generously. 

In the hearings of the bill, proposing the erection 
of the Laboratory, before the House Committee on 
Foreign Affairs, there was fully shown the great 
need for the establishment and maintenance, on the 
Isthmus of Panama, of such a research center. The 
economic benefits resulting from a single discovery 
touching the cause or prevention of a malignant or 
communicable disease are incalculable. This has 
been demonstrated in the past in the familiar cases 
of yellow fever, bubonic plague, and malaria. The 
deadly parasites of some of the tropical regions of 
the earth are more dangerous to man than are the 
savage beasts of the jungle, and proper control of 
the mosquito-carried diseases as well as leprosy, sleep- 

(Continued on page 1068) 
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DIABETIC NEURITIS 


WITH PARALYSIS* 


BY HOWARD F. ROOT, M.D.,t AND MARK H. ROGERS, M.D.t 


HE pains and disabilities of the extremities 
of which diabetic patients frequently com- 
plain may be classified under four fairly distinct 
groups: first, those due to abnormal nutrition in 
eases of inadequately treated diabetes; second, 
those that show clinical evidence of the so-called 
diabetic neuritis; third, those referred from le- 
sions of the spine, such as sciatie pain due to 
hypertrophic arthritis; and fourth, those due 
to arteriosclerosis and deficient blood supply. 
Table I is presented as a working basis for 
classification of symptoms and signs, and is 
usable for the purposes of differential diagnosis. 
We might combine the cases grouped under 
abnormal nutrition with those classified as dia- 
betic neuritis on the ground that both result 
from the same cause and merely represent dif- 
ferent degrees of severity. We feel, however, 
that the presence of objective findings in the 
latter group, such as paralysis, indicates a very 
different prognosis and therefore justifies the 





two headings. 





For the purposes of this study we have taken 
only those cases admitted to the New England 
Deaconess Hospital during the course of the 
year, in which an actual paralysis could be 
clinically demonstrated. They belong under 
our second heading. In Table IT are summarized 
the general medical data. 


Case I. Hospital No. 1210. Mr. W. G. W. 

Enterea hospital on May 3, 1929 because of pain 
and weakness in the legs. He was unable to step up 
into an auto or street car without assistance. 

The physical examination showed a loss of both 
knee-jerks, weak quadriceps worse on the left, and 
partial weakness of the anterior group of the foot 
muscles of the left leg. 


CASE II. Hospital No. 1930. Miss M. M. 

Admitted in June, 1929. The immediate cause of 
entrance was the gradual development of pain in 
the legs and increasing weakness. The pain was 
evidently quite severe, especially at night, so that 
she could not sleep. She noticed an increasing dif- 
ficulty in walking, almost an unsteady gait. Getting 
out of a chair or walking upstairs was difficult. There 
had been a loss of weight and she said her legs had 





TABLE I 
CAUSES OF PAIN IN THE LEGS IN DIABETES MELLITUS 


I. Abnormal Nutrition II. Neuritis 
Duration—Weeks to Weeks to months. 
months. 


Incidence—At any age. Rare in young. 


Character—Arms, back, 
as well as_ legs, 
sometimes involved. 
Cramps. Pain worse 
at night. 


Distribution of pain and 
disturbance of sensation 
follows definite nerve root 
or peripheral nerve dis- 
tribution. Pain often pre- 
venting sleep. 


Deficient Blood 
Supply 


III. Pressure with EV 
Referred Pain 


Weeks to months. Months. 


Middle age. Rare before 50 years of 
age. 


Gradual onset with fa- 
tiguability of muscles of 
legs, paraesthesiae, then 
cramps on exertion. La- 
ter, pain in feet and low- 
er legs chiefly, which 
may be constant, but of- 
ten worse at night be- 
cause of fatigue. 


Sciatica is common. 





Cause—Inadequate 
treatment of dia- 
betes. 


Examination — General 
loss of weight and 
flabby muscles, ac- 
tive D. M. symp- 
toms. Reflexes dif- 
ficult to obtain be- 
cause of weakness. 


Treatment and Progno- 
sis—Rapid recovery 
with diabetic treat- 
ment, rest, physio- 
therapy. 


*From the New England Deaconess Hospital, 
+Root—Physician New England Deaconess Hospital. 


Inadequate treatment of 
diabetes. Complications, 
such as_ arteriosclerosis 
or tuberculosis, often 
present. 


Emaciation may or may 
not be present. Atrophy 
of affected side some- 
times. Absent reflexes. 
Paralysis (partial or com- 
plete) of such muscles 
as peroneal or quadri- 
ceps. Motions may or 
may not cause pain, ac- 
cording to activity of 
process. Hyperesthesia. 
Tenderness of muscles 
and along nerves. 


Slow recovery under dia- 
betic treatment, physio- 
therapy, rest, and vita- 
mine therapy. 


Boston, Mass. 
Rogers—Professor of Orthopedic Surgery, New England Deaconess Hos- 


Hypertrophic arthritis of 
spine. No constant rela- 
tionship to D. M. treat- 
ment. 


Loss of weight present 
or absent. Tenderness 
along nerve. Motions of 
back cause pain. 


Slow recovery with treat- 
ment of cause, removal 
of strain by proper sup- 
port and physiotherapy. 


pital. For records and addresses of authors see ‘‘This Week’s Issue’’, page 1076. 


Arteriosclerosis with par- 
tial or complete oblitera- 
tion of lumina of arteries. 


Loss of weight may or 
may not be present. At- 
rophy of muscles of foot 
and leg on side most af- 
fected sometimes present. 
Foot cold and a defi- 
nite level of temperature 
change is sometimes pres- 
ent. Absence of pulsa- 
tion in peripheral vessels 
usually demonstrable. Re- 
flexes normal. 


Improvement possible by 
development of collateral 
circulation by means of 
rest, circulatory exercises, 
and diabetic treatment, 
but danger of gangrene 


is great. 
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grown smaller. The distribution of pain was wide- 
spread, but the knees ached most. 

The examination showed flabby muscles of the legs 
and abdomen, especially the quadriceps. Both knee- 
jerks .ost. Unsteady gait. Definite loss of power 
of both quadriceps. 


Cast III. Hospital No. 4074. Mr. W. S. 

About a month ago the patient fell down in his 
room because his left leg gave way. For some time 
he had had pain in his back and left leg, and on this 
account his doctor sent him to the hospital for 
study. Diabetes of five years’ duration had been 
relatively untreated. On close questioning he had had 
gradual increase of general weakness. He had to 
urinate several times during the night, and he no- 
ticed that it was hard to get out of bed. The pain 
Was severe enough to interrupt his sleep. 

Walks with a limp of the left leg. Difficult to 
risc from a chair. No deformity of spine. A general 
loss of motion of the lumbar spine. Hips normal. 
Atrophy of one inch of the left thigh. Definite loss 
of power of left quadriceps. Knee-jerks, left absent, 
right rormal. 


Cask IV. Hospital No. 4446. Mrs. E. G. A. 

Admitted on account of severe pain in the left leg, 
which had increased steadily for the last two months. 
The pain at night was as intense as during the day. 
She found it difficult to walk upstairs. 

She walks with an unsteady gait and a limp of the 
ieft leg. Required help to get out of a chair. Loca- 
tion of pain chiefly just above the knee. Spine 
showed some restriction of motion but not in any one 
direction, and motion did not bring on the pain. 
Hip-joints normal. Atrophy of left thigh one inch. 
Tenderness of the muscles of the thigh. There is 
definite loss of power of the left quadriceps as com- 
pared with the right. No knee-jerks obtained on 
left, sluggish on right. X-ray of spine shows some 
hypertrophic changes. 


CasE V. Hospital No. 7172. Mrs. C. D. 

In June, 1928 the patient developed severe pain in 
the right lower back, hip, and thigh, for which she 
was admitted to another hospital and diabetes was 
theve discovered. She was discharged when the 
sugar was under control. The pain subsided, but she 
noticed a lameness of the right leg so that walking 
was difficult. 

Spine normal. Hips normal. Ten degrees per- 
manent flexion of the right knee. Knee-jerks, slug- 
gish or right, normal on left. The right foot can be 
dorsiflexed to right angle only. There is definite 
loss of power of the anterior group of the right foot. 
Sensation of numbness of the right lower leg. On 
walking there is a definite foot-drop. 


Case VI. Hospital No. 7563. Mrs. Z. M. 

Admitted in January, 1929, on account of severe 
pain in the legs of four months’ duration. She 
noticed increasing difficulty in walking, and finally 
could walk only with help. At first the pain was 
more severe in the right leg, but then the left be- 
came more painful. The pain is better, but the weak- 
ness is more marked. 

She walks with a definite toe-drop of both feet. 
Spine an. hip-joints are normal. Quadriceps normal. 
Both knee-jerks are absent. The anterior group of 
muscles of the foot are paralyzed on the left and 
weak on the right. 


CasE VIT. Hospital No. 7671. Mr. R. P. 

Admitted in March, 1929, complaining of pain in 
both legs and’ increasing weakness. The pain was 
worse at night, so that his sleep was broken. He had 


noticed a little unsteadiness in starting to walk and 

difficulty in climbing stairs. 
Well-built man, of the slender type. 

of the spine and hips are normal. 


All motions. 
Both feet showed 
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a rather high-arched type with contraction of the 
toes and anterior arch. (This was present from 
boyhood.) No loss of power of the foot muscles. 
Very definite loss of power of both quadriceps mus- 
cles. Loss of both knee-jerks. 


Case VIII. Hospital No. 7723. Mrs. M. J. C. 

Entered hospital in March, 1929, on account of 
progressive weakness of -the legs and inability to 
walk alone. She complained of a moderate amount 
of pain in both legs. The pain had been more severe 
two months ago. 

Rather thin, elderly woman. She has great diffi- 
culty in getting out of bed and walks with help. 


-Spine normal. Hips normal. Muscles of both legs 


wasted and thin. Definite loss of power of both 
quadriceps. She could not extend the leg or the 
thigh. No contractions of knee-joint. Loss of power 
of the anterior group of both legs, most marked on 
left. Anterior tibial on left not active. Knee-jerks 
absent. 


CasE IX. Hospital No. 8145. Mrs. B. 

Sntered in August, 1929. She had had diabetes for 
some vears without any treatment. About two 
months ago she began to develop a good deal of pain 
in the lees, especially at night. Gradually she had 
increasing difficulty in walking, and when she en- 
tered she walked on the front part of the feet, not 
being abJe to put the heels down on the floor. She 
was crying on account of pain. 

Both Achilles’ tendons contracted. Feet could not 
be brought to right angles. Excessive tenderness 
in the calf muscles. Weakness of the anterior group 
of both feet. Knee-jerks absent. Complete recovery 
reported March, 1930. 


Cask X. Hospital No. 8166. Mrs. A. G. S. 

The patient complained of weakness and pain in 
the less especially in the calf muscles; also of a 
peculiar numb feeling in the legs. It was quite dif- 
ficuit for her to walk alone, which at first was 
thought to be due to general weakness. On walking 
there was an unsteady gait so that she required help. 

The physical examination showed loss of both 
knee-jerks. Tenderness of the calf-muscles. Definite 
weakness of both quadriceps. 


Case XI. Hospital No. §255. Mr. M. J. F. 

The patient was admitted in March, 1929 on ac- 
count of lameness and inability to continue his work. 
This required the driving of an automobile and he 
found that he was not able to get in and out with 
comfort. For two months he had had severe pain, 
but he thinks this is improved. 

A well-built man. On walking he was somewhat 
unsteady and placed his left leg carefully before he 
began to walk. Spine negative. Hips negative. One 
inch atrophy of the left thigh. Definite weakness 
of left quadriceps. Knee-jerks, absent on left, slight 
on right. 


The series includes seven females and four 
males. As a group the average age is 58 years, 
but it will be noted that one male and one female 
were 34 and 36 years. The duration of the dia- 
betes was, on the average, 5.1 years. In the one 
case where the duration was estimated at less 
than one year the patient could give no satis- 
factory idea of the onset. The diabetes was 
discovered by chance in the hospital and, since 
it is our rule to underestimate rather than over- 
estimate duration, in this ease, as in most, it was 
really much longer than that given. The data 
as to arteriosclerosis are not very definite. In 
all but two eases, apparently there were thick- 
ened radial arteries. Considering their ages and 





the duration of the diabetes in these patients, it 
may safely be assumed that arteriosclerosis was 
present in moderate to advanced degrees in 
nearly all; in fact, x-rays showed calcification in 
the vessels of the legs or pelves in all but two 
eases. The Wassermann reactions in the blood 
were negative in all cases and in the spinal fluid, 
negative in the four cases in which it was tested. 
In all cases the sugar was abnormally high with 
the exception of Cases V and XI, where the 
blood sugars were but 0.15 and 0.14 per cent. 
These were elderly patients, one of whom, Case 
No. V, proved to have the disease mildly enough 
to be discharged without insulin, and the other, 
Case No. XI, required 24 units of insulin a day. 
Anemia and achlorhydria did not appear to be 
factors in the eases in which the examinations 
were made, unless Case V be so considered. 
Hypertension exceeding 150 m.m. systolic was 
present in three instances, but in one other the 
blood pressure had been above 150 at other times. 
The diets preseribed at discharge from the hos- 
pital with the insulin dosage show that only 
two cases received less than one hundred grams 
of carbohydrate. Cod liver oil, fresh liver and 
liver extract, yeast concentrate with an abun- 
dance of fruit and green vegetables were pre- 
seribed to assure sufficient vitamins in the diet. 

Symptoms. Pain is the most pronounced 
symptom of this group. It was on account of 
pain, and less often on account of lameness, that 
they entered the hospital. It was noted that if 
a careful history of the development of the pain 
element was made, there was often pain in the 
lumbar region at first, but soon this symptom 
was prominent in the legs. This, together with 
the fact that in four eases globulin and an in- 
crease in the total protein of the spinal fluid was 
found, suggests that the pathology of this eondi- 
tion is located in the spinal cord or nerve roots, 
as well as in the peripheral nerves. The pain is 
not confined to the course of one nerve trunk. 
The distribution is very variable, sometimes in 
the calf of the leg and very often in the anterior 
portion of the thigh. It has not the same clear- 
eut distribution as seen in sciatica. Pain at 
night is the rule; all patients complained of its 
being of such severity that they were worn out 
because of loss of sleep. It evidently is not 
brought on by any movement in bed, rather they 
are restless and want to change position fre- 
quently. 

Some patients have complained of certain 
paresthesiae, such as numbness and _ tingling 
in the legs. One of them also complained of the 
same sensory changes in the arms and hands, al- 
though we have only seen two cases that showed 
loss of muscular power as is seen in the legs. All 
the cases show loss or diminution of knee-jerks, 
either on one side or both. If it is one-sided, 
then it is always on the side that shows paralysis 
of a group of muscles. 

Examination. In examining a patient for the 
determination of weakness or paralysis of any 
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group of muscles, it is necessary to take ad- 
vantage of all the methods that are familiar to 
an orthopedic surgeon, and to follow the same 
methods that are used in examining for infantile 
paralysis. We have seen a definite paralysis 
overlooked by the staff because the patient was 
seen in bed only. The condition has been recog- 
nized by well-trained nurses, who have called 
our attention to the way the patient gets out of 
bed or arises from a chair. There may be a 
definite loss of power of the quadriceps that is 
hard to detect in bed, which will be perfectly 
evident if the patient is sitting in a chair and 
tries to get up, or if he attempts to go upstairs. 
The weakness of the quadriceps is naturally 
thought to be due to general weakness coincident 
with diabetes. It is overlooked in contrast to 
the well-known peroneal type of paralysis, which 
cannot be missed. The definite toe-drop gait is 
characteristic, and on examination, as compared 
with the opposite leg, it is evident that the pa- 
tient has lost the power of dorsiflexion, with a 
paralysis of the extensors of the foot. Even a 
slight loss of power in this case is evident, and 
this tvpe of paralysis has been well recognized 
for vears. It is our experience that those cases 
that show paralysis of other muscles, such as the 
quadriceps group, have not been readily diag- 
nosed and we believe are not recognized. In 
Case III the complaint was chiefly of pain, and 
it was only after more questioning that the pa- 
tient stated that he was not able to go upstairs. 
Then it was noticed that the power of the quad- 
riceps was diminished one-half. 


No patient in this series showed paralysis to 
the extent that walking was impossible, but we 
have seen an occasional patient where the 
paralysis was so complete that he was confined 
to bed. In one of the severest cases that was 
seen, some years ago, the patient was unable to 
use both legs for a period of six months, and it 
was a vear before she was able to walk without 
braces and crutches. Finally, she made a com- 
plete recovery. 


Diagnosis. In analyzing the symptoms of this 
group, the most important is pain, fairly typical 
in character, varying in its intensity in each 
case, but sufficiently characteristic so that the 
condition can be suspected from the history. In 
all cases there is loss of knee-reflexes, and the 
degree of loss is equal to the amount of muscu- 
lar weakness. Sometimes it is unilateral and the 
paralvsis is on that side. The frequently ob- 
served atrophy of the muscles depends on the 
amount of paralysis and the duration of the 
symptoms. The unsteadiness of gait and phys- 
ical disability depend, after the pain has disap- 
peared, on the amount of muscle loss. Pain, un- 
accompanied by motor weakness, areflexia or 
objective sensory loss, is an early stage, which 
we have ascribed to the abnormal nutrition of 
madequately treated diabetes, because it occurs 
even in children. When objective findings are 


present we must distinguish the condition from 








lesions due to lues, arthritis of the spine, per- 
nicious anemia or rarer conditions such as tu- 
mor of the spinal cord. The cerebrospinal fluid, 
not only in 4 cases here reported, but in 4 subse- 
quent eases, has been water-clear, normal in cell 
count, but has contained excess of protein as 
indicated by qualitative globulin tests and quan- 
titetive determinations of the total protein. 

Etiology. These eases as a group represent 
the results of imperfect diabetic treatment. 
Similarly, in the eases of neuritis characterized 
by pain and areflexia, but without motor paral- 
ysis, reported by Woltman and Wilder’, the 
same evidence of uncontrolled and active diabe- 
tes is apparent. Although their patients had no 
acidosis and were not emaciated, they entered 
the Mayo Clinie with large amounts of sugar 
in the blood and urine, and with histories 
of losses of weight up to 73 pounds. The 
average loss of weight in our group was 40 
pounds. Our Case II is a marked example of 
this irregularity of diabetic treatment and also 
is one of the eases in which there was great dis- 
ability and very slow recovery. It is true that 
once in the hospital these patients can be easily 
brought under diabetic control, but evidently 
the damage has been due to an accumulation of 
effects rather than any recent injury. There 
ean be no doubt that age and vascular disease 
make fertile soil, but we feel that diabetes pro- 
duces, directly or indirectly, some specific effect. 

It is an interesting speculation to consider 
this a nutritional or deficiency state and to com- 
pare it with such conditions as beri-beri, pellag- 
ra, and possibly pernicious anemia. It is elini- 
cally somewhat similar to the description of beri- 
beri, and although we have only seen two of 
these cases, we believe that there are points of 
resemblance, as, for example, the occurrence of 
edema. A case of multiple neuritis with edema 
in a young woman, reported by one of us? made 
a rapid recovery from double wrist and toe 
drop under diabetic treatment before the dis- 
covery of insulin. Uncontrolled diabetes may 
interfere with the normal utilization of vitamine, 
notably vitamine B, so that a deficiency state is 
produced. We have not seen such ataxia with 
spasticity as is seen in pernicious anemia, but 
some of the eases have ataxia, which is due in 
diabetes to weakness rather than _ sensory 
changes. Yet there is evidence in these eases 
of sensory changes as well as motor. The fact 
that imvrovement always occurs with adequate 
treatment, the rate and the degree depending 
upon the duration of neuropathic symptoms 
and their severity, suggests that the condition 
is due to toxie effects upon the spinal cord or 
peripheral nerves. When organic changes are 
present, such as arteriosclerosis, this effect is 
more easily produced and conceivably may lead 
to organie degenerative changes from which com- 
plete recovery is impossible. 

Through the kindness of Dr. Hyman Morrison 
of the Beth Israel Hospital, Boston, we have 
seen the complete record of a patient of his who 
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undoubtedly corresponds to this group and who 
died of pneumonia, while she showed evidence 
of paralysis. We did not see the patient. <A 
complete autopsy was done and the lumbar 
cord showed definite changes, which were not 
of an inflammatory nature. The following is a 
transcript from the autopsy report of that por- 
tion involving the cord: 

‘“‘Tmmmbar and thoracie cord. Most striking 
change—numerous small corpora amylacea pres- 
ent. Most numerous in the dorsal part of the 
cord. and are found not only in the white and 
grey matter, but also in the overlying meninges. 
There is a slight diffuse gliosis of the dorsal col- 
umns, but no large areas in which the nerve 
fibers are deficient are found anywhere. This 
change is found both in the lumbar and thoracie¢ 
portions of the cord. The grey matter shows 
nothing unusual, the nerve cells not being round- 
ed off and the Nissl’s granules staining well.’’ 

This ease perhaps belongs with’ cases reported 
in the literature with degenerative changes in 
the cord in diabetes. The increase in total pro- 
tein of the cerebrospinal fluid in our eases is 
to be noted. The essential finding in Dr. Mor- 
rison’s ease is the gliosis of the dorsal columns. 
Woltman and Wilder found in their eases scle- 
rosis of vessels in the nerve trunks and areas of 
degeneration in the nerve tissue. They sum- 
marize the conclusions of other authors regard- 
ing the pathologie lesions under the following 
headings: 





1. Peripheral neuritis. 

2. Degeneration of posterior spinal nerve 
roots (pluriradiculitis). 

3. Degenerative changes in the cord similar 
to the changes found in pernicious anemia. 

Treatment. The essential point of departure 
in the treatment of this condition is a most care- 
ful survey of the medical and dietary problem. 
The mild cases improve rather rapidly in pro- 
portion to proper diabetic care. We are sure 
that rather intensive physiotherapy in the form 
of baking, warmth at night, and light massage 
is a definite help in controlling the pain. This 
heat should be applied not only to the extremi- 
ties, but also to the lumbar spine. 

Absolute rest in bed is essential in the early 
stages of pain. In Case IX the patient before 
entering the hospital, had been trying to do her 
own work for a month when she was hardly able 
to walk. and it was only when she was kept in 
bed with complete relaxation of the muscles, 
that the pain was brought under control. There 


should not be much attempt at use while the 
pain element is prominent. The prognosis, so 
far as pain is concerned, is good under these con- 
ditions, but the duration is uncertain. Although 
most of the cases make definite improvement in 
a week, a few have been persistent for six 
months to a year. 

In the cases of toe-drop with paralysis of the 
antericr group of muscles a brace attached to 
the shoe to hold the foot at right angles is re- 
quired. This should be worn until there is a 
complete recovery of the muscles. We have 
seen two cases of paralysis of the quadriceps in 
which a caliper splint was needed in accordance 
with orthopedic treatment, but as a rule it is not 
necessary. 

Prognosis. In general, improvement begins 
as soon as treatment is started. The rapidity 
of this improvement is dependent largely on the 
length of time the process has lasted and the 
changes that have already taken place as in- 
dicated by the paralysis. In one severe ease of 
years past, where there was absolute loss of 
power, it took one year before there was fairly 
normal muscular function. We believe the aver- 
age patient with paralysis will require a period 
of three months for recovery. 


SUMMARY AND CONCLUSIONS 


1. Eleven eases of diabetie ‘‘neuritis’’ with 


motor paralysis as well as sensory symptoms are 
reported. 

2. <A classification of the common cause of 
pain in the legs of diabetics is given. 

3. Diabetes exerts some specific toxic effect 
upon the spinal cord or peripheral nerves de- 
pendent primarily upon the abnormal nutrition 
of inadequately controlled stages of the disease, 
but favored by the degenerative changes conse- 
quent wpon advancing years and vascular dis- 
ease. 

4. An inerease in the total protein of the 
cerebrospinal fluid was observed in 4 cases. 

5. Treatment is successful and prognosis is 
ultimately good. 

6. Diabetes should be suspected in cases of 
obseure pain and paralysis of the legs just as it 
is in the presence of gangrene, furunculosis, or 
the classical symptoms of the disease. 


REFERENCES 


1 Woltman, H. W. and Wilder, R. M.: Diabetes mellitus, 
pathologic changes in spinal cord and peripheral nerves. 
Arch. Int. Med., 44: 576-603, Oct. 1929. 





—_— 


2 Root, H. F.: Rare paralyses in diabetes mellitus. Med. 
Clin. North America, 5: 1433, 1922. 








GLYCEROL 


1054 


CHOLESTEROL REACTION FOR SYPHILIS 
HINTON AND BERK 


N. E. J. of M. 
May 29, 1930 





THE HINTON GLYCEROL CHOLESTEROL REACTION 


FOR SYPHILIS* 


SECOND MOopIFICATION 


BY WM. A. HINTON, M.D.,f AND ARTHUR BERK, M.D.t 


N April 1929 one of us published, with Stuart, 

modifications in the technic of the Hinton 
tests for syphilis'. Since then investigations 
have been conducted to determine the efficacy 
in the test of approximately one hundred and 
fifty different cholesterinized lipoidal extracts. 
For a specific precipitating reaction with syphil- 
itic serums, we compared extracts made from 
uterine muscle of cows, beef heart and beefsteak 
obtained from adult cattle and from veal of the 
same cut. The extract from beef heart gave 
the best results. But far more important than 
this specific precipitating effect was the presence 
of a characteristic ring, which, under the eondi- 
tions to be described was a still more sensitive 
and equally accurate sign of syphilitic serum. 
For a specific agglutinating reaction the extract 
of voluntary striated beef muscle (round steak) 
proved, as before, to be the best. 

The result of this work is a test as simple, 
and as easy to read as the original one, but more 
sensitive and dependable. It is composed of the 
original method slightly modified and a supple- 
mentary procedure. Before beginning our de- 
scription of this test, we wish to stress the im- 
portance of strict adherence to minutiae upon 
which depends the acquirement of a precise and 
invariable technic—a necessity for good results. 
We have been made to realize this by many in- 
quiries concerning the previously published tech- 
nie of the Hinton test and by the following ex- 
perience which illustrates the importance of a 
minute detail. In one laboratory a reagent was 
added either by pouring from cylinder to flask 
or by delivering to a flask with a 10 ¢.e. pipette, 
depending usually upon the amount of the in- 
dicator to be made. The method of mixing, 
therefore, was variable. The results at times 
were excellent, at other times confusing, and in 
rare Instances very poor. In another laboratory 
the same reagent was always added by using 10 
¢.¢. pipettes, the delivery rates of which were 
approximately the same. In the latter labora- 
tory the results were excellent and remarkably 
constant. 

We shall proceed to give a list of equipment 
and the directions for the test as it is now per- 
formed. 

EQUIPMENT 


(1) Test tube racks holding 40 to 160 tubes 
in multiples of 10 or 20 in a row. 


*From the Laboratory Department 
search of the Boston Dispensary. 

Conducted under a grant from 
in Syphilis. Inc. 

+Hinton—Pathologist 


and the Division of Re- 


the Committee on Research 
and Director of Research, Boston Dis- 
pensary. Berk—Senior Psychiatrist, State Department of Men- 
tal Diseases. For records and addresses of authors see “This 
Week's Issue’, page 1076. 





(2) Small test tubes 10 m.m. in diameter and 
100 m.m. long, commonly called serum tubes. 
The diameter of the tubes should be approxi- 
mately uniform. Incorrect results may occur 
with the use of larger or smaller tubes. 


(3) An inactivating water bath kept at 
go” CO. 
(4) <An accurately standardized maximum 


and minimum thermometer to be used in eon- 
junction with the standard bath thermometer. 
Check the accuracy of the former with the latter. 

(5) A Wassermann bath, kept at 37° C. ora 
degree lower. Change the water in the bath 
frequently to avoid a dirty deposit on the out- 
side of the tubes which makes reading difficult. 

(6) Graduated eylinders of 100 ¢.e. and 250 
¢.c. capacity for measuring the reagents. 

(7) Pipettes of 2 ¢e. capacity, graduated in 
tenths to the tip for measuring the serums; and 
5 or 10 ©. serologic pipettes for mixing the 
indicators. 

(8) Thick-walled Erlenmeyer flasks of 500 
¢.c. capacity, for mixing the e@lycerinated indi- 
cators. 

PREPARATION 


OF REAGENTS 


(1) Cholesterinized Muscle Extract referred 
to in previous publications as stock indicator, 
prepared as originally: Remove fat and con- 
nective tissue from round beefsteak (adult ani- 
mals only), grind fine, and dry in a large flat 
uncovered dish at 56° C. until weight is con- 


stant which usually requires 4 to 5 days. Pul- 
verize the dried muscle tissue with a meat 
grinder, using the machine’s finest dise. Ex- 


tract by placing 100 gm. of the powdered tissue 
with 400 ¢.c. of ether (for anesthesia) in a glass- 
stoppered bottle and shaking thoroughly by hand 
for 10 minutes. Allow to settle, pour off and 
discard the ether. Make 4 or more separate ex- 
tractions, using 400 ¢.c. of ether for each. The 
process is complete when the last extract is color- 
less. Remove the ether by filtration and dry 
the residue, containing the ether-insoluble con- 
stituents, on the filter paper. Weigh this dried 
residue and extraet in a glass-stoppered bottle 
with 95 per cent. ethyl aleohol, in the propor- 
tion of one gm. of the dried residue to 5 ee. of 
ethyl alcohol, for 3 days at 17° to 20° C. (room 
temperature). Filter to remove the tissue and 
mix one part of this clear alcoholic extract with 
9 parts of a 0.7 per cent. solution of cholesterol 
in absolute ethyl aleohol in a colorless glass- 
stoppered bottle. Adjustment (or titration) of 
this cholesterinized muscle extract is unneces- 
sary. Fourteen such extracts made in the above 
manner have given practically identical results. 
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This extract and the Cholesterinized Heart Ex- 
tract, the description of which follows, keep in- 
definitely in colorless glass-stoppered bottles at 
15° to 20° C. Chilling will cause the cholesterol 
to precipitate. Frequent removal of the indica- 
tor will cause a deposit of cholesterol and ex- 
tract to accumulate on the mouth of the bottle 
which gives rise to a rancid odor. This deposit 
should be wiped off with clean gauze whenever 
it accumulates. We place a month’s supply of 
this indicator in a small bottle in order to avoid 
a possible accidental contamination of a large 
quantity. 

(2) <A Cholesterinized Heart Extract*, for 
use in the supplementary procedure, prepared as 
follows: Extract dried ground beef heart mus- 
cle (Digestive Ferments Company)t by plac- 
ing 100 gm. of the powder with 400 cc. of 
ether (for anesthesia) in a glass-stoppered bot- 
tle and shaking thoroughly by hand for 10 min- 
utes. Allow to settle, pour off and discard the 
ether. Make 4 or more separate extractions, 
using 400 ¢.c. of ether for each. The process 
is complete when the last extract is colorless. 
Remove the ether by filtration and dry 
the residue, containing the ether-insoluble con- 
stituents, on the filter paper. Weigh this dried 
residue and extract in a glass-stoppered bot- 
tle with 95 per cent. ethyl alcohol, in the pro- 
portion of one gm. of the dried residue to 5 ¢.¢. 
of the aleohol, for 3 days at 17° to 20° C. (room 
temperature). Filter to remove the tissue and 
add 0.2 gm. of cholesterol to each 100 ¢.c. of 
extract. Cholesterol obtained from Merck and 
from the Digestive Ferments Company, when 
compared, gave identical results. Very rarely a 
cholesterinized heart extract prepared in strict 
accordance with these directions is too insensi- 
tive, even though made from a ground powder 
which has yielded excellent extracts on previous 
occasions. The reason for such failure is not 
clear to us. The detection of this insensitiveness 
will be discussed later. 

(3) <A 5 per cent. solution of sodium chloride 
(C. P.) in distilled water. 

(4) A 50 per cent. solution of glycerol 
(Baker & Adamson C. P.) in distilled water. 

For convenience several liters of the sodium 
chloride solution and the 50 per cent. glycerol 
solution may be made up at one time, as they 
keep indefinitely. 

*The method of preparing the cholesterinized heart extract is 
practically that of Neymann and Gager*, used by them in the 
Wassermann reaction and by Kahn* and others in their pre- 
cipitation tests. The method of extraction itself was first 
applied by Erlandsen* to a study of heart muscle without refer- 
ence to the Wassermann or other serum reactions for syphilis. 

+We wish to thank the Digestive Ferments Company of De- 
troit, Michigan, U. S. A., to whom we are indebted for the dried 
beef heart muscle used in this investigation. Eight different 
preparations were used. The first four preparations had been 
kept at room temperature, in the bacteriological laboratory of 
the Digestive Ferments Company, for eighteen, twenty-three, 
twenty-five and thirty-eight months, respectively, before being 
sent to us for testing. The remaining four preparations had 
been kept in the refrigerator, 18-20 degrees Fahrenheit, in the 
bacteriological laboratory of the Digestive Ferments Company, 
for three, eight, eighteen and twenty-three months, respectively, 
before being sent to us for testing. There has been no evidence 


of deterioration in any of these preparations, equally satisfac- 
tory indicators having been made from each. 





TECHNIC OF THE TEST 


(1) Separate each serum from its clot with 
a long dropping pipette, which should be thor- 
oughly rinsed with physiological salt solution 
after each serum to avoid the contamination of 
one serum with another. Heat the serums in 
the inactivating bath at 55° C. for one-half 
hour. Extreme eare should be taken to keep 
the bath at 55° C. throughout the entire period 
of inactivation, as erroneous results may be ob- 
tained when the temperature falls even one or 
two degrees below this point. Inactivation at 
a temperature above 56° C. will decrease the 
strength of the reactions. Furthermore, it is 
preferable to inactivate just before testing, as 
serums kept for several days, and even for a day, 
occasionally give negative or weak reactions, 
whereas if tested a few hours after separation 
from the clot they would be strongly positive. 
Should it be necessary to retest a specimen, al- 
ways use serum freshly separated from the clot 
rather than that which has been inactivated 24 
hours previously. It is well to use several 
strongly positive and negative control serums 
particularly if only a few tests are to be made. 

(2) Place 4 serum tubes (10 mm. x 100 mm.) 
in a row for each specimen to be tested. In- 
spect each tube before use to be sure that it 
is clear and chemically clean. To clean the 
tubes, fill them with a warm solution of one part 
sodium hydroxide in 1000 parts of tap water, 
allow to stand for about 2 hours, and wash 
THOROUGHLY with hot water to remove the al- 
kali and then dry. This process will completely 
remove any deposit of cholesterol which may 
have remained from previous use. Boiling in 
this caustic solution will corrode the tubes. 

(3) With a 2 ©. pipette graduated in one 
tenths to the tip, pipette into the first tube 0.3 
c.c. of serum, into the second tube 0.5 ¢.e., into 
the third 0.3 ¢e., and into the fourth 0.5 ee. 
Use a clean dry pipette for each serum to be 
tested. 

(4) Prepare Glycerinated Muscle Indicator 
as follows, adhering precisely to the directions, 
for incorrect mixing will lead to inaccurate re- 
sults. Calculate the amount’ of glycerinated in- 
dicator needed for the number of tests to be 
done; sufficient indicator can be made from 1.0 
c.c. of the cholesterinized extract for 30 serums. 
Pipette 1.0 @e. (one part) of Cholesterinized 
Muscle Extract into an Erlenmeyer flask. With 
a 10 ¢.c. pipette, add 2.0 ¢.c. (2 parts) of the 
®) per cent. solution of sodium chloride at one 
time, and shake thoroughly for 3 minutes. Add 
12.0 ¢.c. (12 parts) of the 5 per cent. solution 
of sodium chloride, measured in a graduate, and 
shake thoroughly. Add 15.0 ¢.c. (15 parts) of 
the 50 per cent. solution of glycerol from a grad- 
uate and mix the whole well. Of course any 
multiples of the above can be prepared. The 
density of the completed indicator should be 
equal to that of a barium sulphate standard pre- 
pared in the following manner: Suspend 2 
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grams of pure barium sulphate powder in 100 
c.ec. of distilled water. Shake the suspension, 
and immediately add 0.5 ¢.c. of the suspension 
to 3 @e. of the 50° elyveerine solution in one 
of the test tubes used in the test itself. Add 
a few small glass beads to facilitate mixing, and 
mix. This standard may be kept in a sealed 
test tube indefinitely. As the barium sulphate 
settles to the bottom of the tube on standing, it 
should be shaken thoroughly before each com- 
parison. <A sample of the glycerinated muscle 
indicator should be poured into a tube of the 
same diameter as that containing the standard 
and compared with it. An indicator of less 
density has probably been prepared incorrectly, 
and should not be used. 

(5) With a 10 @.c. pipette, add 0.5 ¢.c. of the 
above glycerinated muscle indicator to the first 
two tubes. 

(6) Prepare Glycerinated Heart Indicator 
as follows, adhering precisely to the directions 
for mixing. The accuracy of the test depends 
very much on this because incorrect mixing may 
result in an atypieal ring on all of the tubes 
containing negative serums. 

For the preparation of 30 ¢.c. of the glycerin- 
ated indicator, pipette 0.8 ¢.c. of the 5% sodium 
chloride solution into an Erlenmeyer flask of 
500 ¢.c. capacity. With a clean, dry pipette, add 
1 ce. of the cholesterinized heart extract al- 
lowing it to flow directly into the salt solution. 
A more opalescent and less turbid indicator may 
result if the extract is allowed to run slowly 
down the side of the flask. A wide bottom 
flask of this size is necessary in order to in- 
sure a sufficiently large surface for the proper 
mixing of the cholesterinized extract with the 
salt solution. Shake the flask thoroughly for 
at least one minute, and let the mixture stand 
five minutes. A shorter period of standing 
causes a less turbid indicator which is also less 
sensitive. The maximum degree of turbidity 
is apparently attained by delaying five min- 
utes, since standing ten, twenty or thirty min- 
utes produces no greater turbidity nor sensitive- 
ness. Next add 13.2 e@ec. of the 5% sodium 
chloride solution and shake thoroughly. Fifteen 
cubic centimeters of 50% glycerine are finally 
added and the whole is mixed well. This is the 
smallest amount of glycerinated heart indicator 
which can be mixed satisfactorily at one time. 
Thirty to 150 ¢.c. of the glycerinated indicator 
may be prepared at one operation. Should 
more than 150 ¢.e. of glycerinated indicator be 
required, prepare amounts utilizing 5 ¢@.e. or 
less of the cholesterinized extract, and pool the 
resulting indicators for use. In this way, a sus- 
pension of the maximum turbidity with the 
concentration of cholesterol employed is ob- 
tained which should correspond in density to 
the barium sulphate standard if the two are 
compared in test tubes of equal diameter. Pre- 
pare the standard as described previously in con- 
nection with the muscle indicator. Since the 


barium sulphate suspension is somewhat dif- 
ferent in appearance from the Glycerinated 
Heart Indicator, a comparison of density can 
be made most satisfactorily by standing or 
sitting with the back toward the light and look- 
ing through the two test tubes at some mark, 
such as a pencil line drawn on a piece of white 
paper. The line should be seen with equal dis- 
tinetness through both the standard tube and 
that containing the Heart Indicator. It is im- 
portant to make this comparison each time, since 
a very minor fault in mixing may result in an 
indicator of less turbidity, which will cause 
difficulty in reading the test and which, fur- 
thermore, will be less sensitive. After a trial 
of many methods over a_ period of several 
months, the method of mixing described above 
was chosen because it gave us the most uni- 
form results. The use of 0.8 part of salt solu- 
tion to 1 part of the cholesterinized extract is 
optimum for most glycerinated heart indicators. 
If this proportion produces rings (to be de- 
scribed later) with negative serums, the amount 
of salt solution should be increased to more 
than 0.8 ¢.e. per 1 ¢@.¢e. of extract. On the other 
hand if negative reactions are obtained with 
serums from syphilities, the ratio of salt solu- 
tion to extract should be changed so that less 
than 0.8 ¢.e. of salt solution is used per 1 ee. 
of cholesterinized extract. The maximum turbid- 
ity usually begins at one part of cholesterinized 
extract to 0.6 part of salt solution and ends at 
one part of cholesterinized extract to one part 
of salt solution. The proportion used should be 
between these limits. Because of this occasional 
variation, each new indicator should be tested 
with 100 or more known negative and positive 
serums as established by other tests or by elini- 
eal investigations. Whenever possible a new 
cholesterinized beef heart extract should be com- 
pared with an old extract of known potency in 
order to fix the correct proportion for mixing, 
but once determined no further testing is re- 
ouired for the particular extract. 

(7) With a elean, dry 10 ¢.ec. pipette add 
0.5 ¢.e. of the above glycerinated heart indi- 
eator to the third and fourth tubes. 


(8) Shake the rack by first inclining it so 
that the tubes are almost horizontal and then 
thrusting it quickly backward and forward. The 
first motion is as if one wished to throw the 
tubes from the rack. By repeating 10 times, 
one obtains a quick but thorough mixture of 
the serum with the glycerinated indicator. The 
presence of small bubbles at the surface of the 
fluid in many of the tubes is the only safe 
eriterion of adequate mixing, which is impor- 
tant. 

(9) Note the temperature of the bath as in- 
dicated by the bath thermometer and rectify it 
if above or below 37° C. Adjust the maximum 
and minimum thermometer in the bath. If the 
temperature rises above 37° C. the tests with 
the glycerinated muscle indicator (tubes 1 and 
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2) may be very granular (to be described la- 
ter), but unless the temperature exceeds 40° C. 
there will be no unfavorable effect on the tests 
containing the glycerinated heart indicator. 
Temperatures as low as 33° to 34° C. result in 
reactions, in which a relatively large number 
of tests give stronger reactions with 0.3 c.c. of 
serum than with 0.5 ¢.e. of serum. 

(10) Place the rack containing the tubes in 
the Wassermann bath at 37° C. and let it re- 
main for 16 hours (conveniently from 5 P. M. 
to9 A. M.). Do not disturb the contents of the 
tubes before reading. 

(11) At the time of removing the tests from 
the bath, note and record the temperature read- 
ings shown by the regular bath thermometer 
and by the maximum and minimum thermome- 
ter. 


READING THE TEST 


The results may be read immediately. How- 
ever, the characteristic ring with the beef heart 
indicator is intensified by standing in a refriger- 
ator, while no visible change occurs in the tubes 
containing the muscle indicator. Therefore, in 
order to facilitate the readings in the second 








CHANGES OBSERVED WITH GLYCERINATED MUSCLE 
INDICATOR 


(First 2 tubes) 


To Be To Be 
Read Re- 
corded 
Negative reactions 
(1) No visible change or Minus _— 
(2) Clearing of fluid result- 
ing in granularity 
but no definite agglu- 
tination of choles- 
terol Minus -— 


Positive reactions 
These show definite agglu- 


tination of cholesterol and 
are divided into four types: 


(1) Incomplete clearing with 


small clumps Weak W 
(2) Complete clearing with 
small clumps Weak WwW 


(3) Complete clearing with 
moderate clumps 

(4) Complete clearing with 
large clumps Strong Ss 


Moderate M 








the purpose of description here we are separat- 
ing the methods of reading and recording ac- 
cording to the indicator. 

(1) To read the tests in the first two tubes 
(containing glycerinated muscle indicator), sit 
in front of and facing a window, lift the tubes 
carefully from the rack with one hand, raise 
to the level of the eyes, and read and record 
the changes in each tube. Neither opalescence 
occasionally encountered in serums nor hemoly- 








CHANGES OBSERVED WITH GLYCERINATED HEART 
INDICATOR 


(Last 2 tubes) 


To Be To Be 
Read Re- 
corded 
Negative Reactions 
(1) No visible change or Minus — 


(2) A fine granular scum on 
top of fluid with no 
flakes. This does not 
occur when the indi- 
cator is properly pre- 
pared. Minus oe 


Positive Reactions 

(1) A flaky ring, approxi- 
mately 0.2 m.m. to 1.5 
m.m. wide, slightly to 
moderately, but not 
strongly, adherent to 
inside of tube, accom- 
panied by: 
(a) Complete clearing 
of fluid and large ag- 
glutinated masses of 
cholesterol. Shaking 
causes ring to disap- 
pear but a precipitate A (Agglu- 
remains. tinate) A 


(b) Partial to com- 

plete clearing but no 

definite agglutinated 

masses, with a fine 

but definite precipi- 

tate which remains P (Precipi- 

after shaking. tate) | 3 

(c) Searcely any visi- 

ble change in clearing 

and no precipitate ob- 

served after shaking. 
(2) No ring, but a definite 

precipitate on  shak- 

ing. It is recorded 

like (b) above, as if 

a ring were present. P (Precipi- 

This is rare. tate) P 


R (Ring) R 





two tubes, the racks should be placed carefully, 
without shaking, in the refrigerator and _ al- 
lowed to remain there one hour. After taking 
out of the refrigerator, allow to stand only long 
enough for the water of condensation on the 
outside of the tubes to evaporate. If for any 
reason the tests cannot be read promptly the 
time of standing in the refrigerator may be ex- 
tended to 3 hours. It is extremely important 
to read the tests with accuracy. This requires 
a precise procedure and judgntent based on ex- 
perience. In practice, we read and record the 
readings for the four tubes at one time, but for 








sis, unless marked, affects the accuracy of the 
tests with this indicator. A few serums give 
stronger reactions with 0.3 ¢.c. of serum than 
with 0.5 ¢.¢., but regardless of this the strength 
of the reaction as a whole determines the in- 
terpretation. 

(2) To read the tests in the last 2 tubes 
(containing glycerinated heart indicator), sit in 
front of a window, but not in the direct sun- 
light. Lift the tubes carefully from the rack 
with one hand, hold them at the level of the 
eyes and look in the direction of a darkened 
background, either on the right or left hand 
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side of the window. Note any clearing of the 
fluid or a pronounced ring adherent to the tube 
and at the top of the meniscus of the fluid. In- 
cline the tubes to an angle of 45 degrees, and 
note any ring which may not have been ob- 
served before. At the same angle gently ro- 
tate both tubes by rolling them between the 
fingers, and again look for a ring. To be sig- 
nificant, a ring must be only slightly adherent 
to the inside of the tube and must possess fine 
flakes which have a tendeney to ‘‘ereep’’ up 
the inside of the tube in a thin film when the 
tube is gently shaken. Such a ring must not 
be confused with a relatively broad band 2 to 
4 m.m. wide eaused by a slight, very fine, gran- 
ular deposit on the inside of the tube (due to 
ineorreet mixing of the glyeerinated indicator 
or to an inferior heart extract). A deposit on 
the outside of the tube from dirty water in the 
bath will cause a confusing ring. <A spurious 
ring is difficult to dislodge from the tube by 
shaking and may have remained from previous 
use (improper cleaning), or may be due rarely 
to a marked increase in hemoglobin in old se- 
rums. Still holding the tubes at a 45 degree 
angle at the level of the eves, shake them gently 
once or twice and then several times, and ob- 
serve any further changes. Read and record 
the changes in each tube. 

The following summarizes the steps in the ex- 
ecution of the test: 


1.) Separate each serum from its clot. 

2.) Inaetivate the serums at 55° C. for one half 
hour. 

3.) Set up according to the following diagram : 
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Tube 1 2 3 4 
Serum 0.3¢cc. 0.5¢c. 0.3¢.c. 0.5 .¢.¢. 
Glycerinated 
Muscle Indicator 0.5¢c.c. 0.5 c.c. 
Glycerinated 
Heart Indicator 0.5c.c. 0.5 c.e. 


4.) Shake the racks as directed. 

5.) Ineubate at 37° C. for 16 hours. 
6.) Place in refrigerator for 1 hour. 
7.) Read results. 


INTERPRETATION OF THE READINGS 


(1) Where no significant change occurs and 
each tube is read ‘‘Minus’’, interpret the test 
as negative, as illustrated in the column headed 
‘‘Report’’ in the table below. 

(2) Where any significant change occurs in 
any one or all of the tubes, interpret the test 
as positive; except (a) ‘‘Weak’’ in only one or 
both of the first two tubes, and (b) ‘‘R’’ in only 
one of the last two tubes. 

(3) Where ‘‘Weak’’ is read in one or both of 
the first two tubes, with no change in-any of 
the other tubes, interpret the test as doubtful. 

(4) Where ‘‘R’’ is read in only one of the 
last two tubes, with no change in any other 
tube, interpret the test as doubtful. 

With experience, one rapidly learns to reeog- 
nize the changes which have significanee and the 
almost imperceptible ones which do not, thus 
simplifying the interpretation of the readings. 
The following table, taken from a page of our 
laboratory book, illustrates our method of reeord- 
ing and interpreting the results. 





Pt’s Name Physician, Lab. Hinton Report Condition 
Institution No. Readings of 
or Serum 
Hosp. Service 
Sawyer Harley Hosp. 1263 - Negative 
Jones Harley Hosp. 1264 SSPP Positive 
Smith Karcher 1265 SSAA Positive 
Powers Smith, C. M. 1266 WWPP Positive 
Young Stein, L. C. 1267 —-—PP Positive 
Adams Fenway Hosp. 1268 ——RR Positive 
Stone Fenway Hosp. 1269 —W—— Doubtful 
Davis Greene 1270 ww-—-— Doubtful 
Hill Skirball 1271 —-——R Doubtful 
Brown Skirball 1272 WM— Positive 
Henderson St. Mgt. Hosp. 1273 —W—P Positive 
rrant Cheever 1274 ——R— Doubtful 
Doherty Blossom 1275 ere Unsatisfactory Hemolyzed 
Stuart Boston Disp. 1276 —W—R Positive 
Blake Boston Disp. 1277 —WR- Positive 
Although we have indieated the intensity of DISCUSSION 


the reaction as weak, moderate, strong, or de- 
seribed the changes as those of agglutination, 
precipitation, ring formation, ete., we imply no 
quantitative significance by these terms. As 
used by us, they are purely descriptive and for 
our own records, for we have found that none 
of them has significance in therapeusis, or in 
diagnosis exeept to indicate the presence of 
syphilis. 


Many of those who have had wide experience 
insist upon well-trained serologists for the ex- 
ecution and interpretation of serum reactions 
for syphilis. We do not entirely agree with 
them. The method which we have described 
has been performed with excellent results by 
students, by young women of less than high 
school training, and by physicians who have had 
relatively little training in serology. The re- 
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liability of their results has been solely de- 
pendent upon the acquirement of sufficient ex- 
perience to enable them first, to master their 
technic so that it is practically invariable from 
day to day, and second, to recognize significant 
changes. In this test one must be able to dis- 
tinguish true agglutination from simple gran- 
ularity, and a significant ring consisting of fine 
flakes from a slight, but broad, cloudy deposit 
on the inside of a tube caused by floating 
cholesterol particles. One cannot expect to at- 
tain expertness in the management of even 
this simple test in a single trial. For one with 
abundant experience, daily use of the test in- 
ereases accuracy in discerning the difference be- 
tween positive and negative tests, so that the 
number of doubtful tests progressively decreases. 

The test, as described, is approximately twen- 
ty-five per cent. more sensitive than the original 
one. The glycerinated heart indieator is usu- 
ally more sensitive than the glycerinated muscle 
indieator. The reverse, however, occurs in a 
sufficient number of instances in a large series 
to make the use of both necessary for the best 
results. The inereased sensitiveness has mani- 
fested itself largely in a group of treated syphil- 
itics many of whom were inadequately treated, 
in latent syphilis, and in neurosyphilis. The 
supplementary procedure has inereased the de- 
pendability of the test as a whole, for the use 
of two separate indicators provides a valuable 
means of comparison which quickly points out 
technieal difficulties encountered in the prepara- 
tion or mixing of either of the indicators. For 
example, should the test with one indicator 
become too sensitive, as compared with the other, 
this fact may be noted immediately, the diffi- 
eulty found, and the tests repeated. 

Throughout, we have insisted upon a strict 
adherence to a simple but definite procedure 
arrived at after much experimentation. We 
tried different concentrations of salt solution 
and the concentration given is that which 
worked best, not in a few cases, but in thou- 
sands. The same was true of different buffered 
solutions. We also performed many experi- 
ments with indicators of greater or lesser acidity 
than that possessed by our glycerinated indica- 
tors. The results were superior in isolated in- 





range of cases. After a careful clinical analysis 
of the eases, the amounts of serum to be used 
for each test were chosen which gave the larg- 
est number of positive tests in syphilitics, and 
less than 5 positive tests per 1000 in non-syphil- 
ities. From our point of view the definite con- 
centration of 0.2% of cholesterol in the choles- 
terinized heart extract is perhaps the most im- 
portant factor in standardizing this test. After 
many months of study it was found that with 
any simple method of mixing this glycerinated 
indicator, a lower concentration of cholesterol 
was too insensitive and a higher one always re- 
sulted in confusing rings which, although not 
characteristic, might mislead the beginner and 
at times would trouble the experienced worker. 


In conclusion we wish to say that attempts to 
shorten the method both in technique, and par- 
ticularly in time, were made. These attempts 
have always resulted in the loss of extreme ac- 
curacy. 
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EPIDERMOPHYTOSIS* 


A REVIEW OF THE LATEST Facts AND THEORIES 


BY J. HARPER BLAISDELL, M.D. 


SUCCESSFUL career for the American 

family of today is no longer the combination 

of financial acumen on the part of the husband, 

domestic skill on the part of the wife, and un- 

*Read before the Pentucket Association of Physicians, Haver- 
hill, Mass., March 13, 1930. 

*Blaisdell — Former Assistant Dermatologist Massachusetts 


General Hospital. For record and address of author see ‘This 
Week's Tssue’’, page 1076. 





inhibited mutual biologie impulses on the part 
of both. Even a cursory examination of the ad- 
vertising pages of the larger magazines and 
newspapers will quickly show that fads and 
fancies of health consciousness are pressing hard 
on the heels of preventive medicine, if not really 
out-running it in the race for popular attention. 
Our next medical economic problem may well be 
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to provide lay patients for the doctor rather 
than doctors for the laymen. 

Father springs from his bed, sanctified by use 
in the houses of the society’s elect, to his daily 
radio exercises. At the breakfast table he is 
greeted by oranges, sunkist with vitamins and 
coffee devitalized of caffeine. To avoid the 
prophesied adiposity of age he reaches for his 
cigarette instead of his second doughnut. On 
the authority of what are supposed to be the 
ereat medical minds of Europe he hopefully in- 
gests his yeast cake that he may continue to be 
a man of force and vitality. Warned, by 380 
physicians and 223 hospitals, that 10 million 
suffer in silence, he spurns inferior toilet tissue 
for the skin that one doesn’t particularly love to 
touch. His sealp demands the same solution of 
borie acid to keep the hair of tomorrow on, that 
his tongue craves to keep the fur of the night 
before off. Mother yields to the urge for youth 
to sit in the glow of sunshine from the socket as 
she anoints the skin you do love to touch. The 
whole family uses the one soap found harmless, 
vet helpful, by 73 dermatologists. The children 
have their ration of the special cod liver oil that 
brings the health-giving sunshine from a bottle 
to dreary winter days. On departing for the 
pleasures of the evening sister is olfactorally in- 
spected that the insidious B-O and halitosis may 
not relegate her to the social side-lines. As 
grandma parks her uppers in the nocturnal 
tumbler she regretfully reflects that she is a 
charter member of the 4 out of 5 danger-line 
club. And as dad prepares to retire after the 
day’s noble experimenting with business, stock 
market and prohibition, he quaffs the beverage 
that points the drugless way to instant sleep. 

And now ‘‘ Athlete’s Foot’’ has come to join 
the roster of the woes of mankind. ‘‘ Athlete’s 
Foot’’ is the trade name for Epidermophytosis, 
which, in turn, is the medical term for certain 
types of mycotic infections of the non-hairy 
skin. It ill behooves us to be too critical of the 
layman’s rather appealing title, as our own 
medical name is equally inaccurate. Backed by 
age and priority, however, it bids fair to be re- 
tained in general usage. 

Many years ago, Hebra was the first to de- 
scribe the clinical characteristics of eezema 
marginatum and Sabouraud, whose name _ is 
synonymous with ringworm, showed, many years 
later, that this trouble is due to a special fungus 
termed epidermophyton inguinale, which is an 
organism similar to, but not identical with, the 
trichophyton which causes the classical ring- 
worm of the scalp. In 1910 Sabouraud! reported 
6 cases of fungus infection of the extremities 
which he proved by culture to be caused by the 
epidermophyton inguinale. In November, 1911 
Sabouraud reported his observations before a 
_ Special meeting of the dermatological section of 
the Royal Society of Medicine in London, and 
Whitfield, whose name has been popularized by 
his ointment, presented his classical description 





of the three types of this disease as they appear 
on the feet. Three years later, Dr. Marie Kauf- 
mann-Wolf? of Germany made a clinical, his- 
tologic and mycologie study of 25 cases which 
formerly would have been accepted as dysi- 
drosis of the hands. The first important contri- 
bution in this country was made in 1916 by Drs. 
Ormsby and Mitchell® of Chicago, who presented 
before the American Medical Association meet- 
ing in Detroit the case histories of 65 patients 
with myeotie infection, confirmed by the pres- 
ence of fungi in all and cultural growth as well 
in many. I still have the most vivid recollection 
of the great interest aroused when these two 
gentlemen presented before the dermatological 
section of the American Medical Association 
meeting in Chicago, two years later, many cases 
of what was then commonly regarded as dysi- 
drosis of the hands and demonstrated the 
presence of fungi in them all. The new concep- 
tion of this tremendously important and common 
condition was very slow in permeating the gen- 
eral medical profession. Only ten years ago, Dr. 
White* of Boston commented on how few papers 
on this question had been published. He went 
on to say, although seven American authors had 
given us excellent treatises on dermatology at 
that time, in the form of first or later editions, 
it would seem that perhaps one-half of these 
authors wrote from hearsay, rather than from 
first-hand knowledge of the disease. 

This state of indifference was soon changed 
and today we are afloat on a mycotic sea, sur- 
rounded by a fog of arguments, half-facts and 
theories. 

In a summarizing paper of this sort it is only 
possible to touch on the major points of the 
topic, but I hope to be able to make clear to you 
the facts that we do know and some of the 
theories akout which we are speculating. 


CLINICAL APPEARANCES 


Depending on the location on the body, and to 
some degree upon the type of parasite involved, 
the eruptions caused by these mycoses are vastly 
different. The classical example is, of course, 
eczema marginatum or ‘‘red-flap’’, which is 
caused principally by the epidermophyton in- 
geuinale. Even in this case the name of the 
fungus is a misnomer because other organisms 
than the epidermophyton inguinale can produce 
it, and also because the eruption caused by it 
is practically never in the inguinal region, but 
is located on the inner aspects of the thighs. I 
am sure that the eruption must be a familiar one 
to us all and consists of various sized areas near 
the genitals on the inner aspect of the thighs, 
which are red, sharply defined, slightly scaling 
and in many instances moist and oozing. In the 
male the scrotum is often involved, especially the 
left side, owing to the common practice of the 
men “‘dressing to the left’’. If the process is 
active and of long standing, it often spreads over 
the genitals, down over the perineum and 
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throughout the intergluteal fold. This same 
condition often involves the axillae, the under 
region of the breasts in women, and the umbili- 
cus. Its appearance in these parts is practically 
identical with that of the thigh areas. 


FEET 


Three decidedly different appearances char- 
acterize myecotie invasion of the toes and feet. 
The commonest type is the pale, sodden, scaly, 
macerated appearance between the toes, espe- 
cially in the fourth interspace. Associated with 
these symptoms oceurs recurrent cracking at 
the bottom of the interspace, a varied amount of 
itching, and the intermittent appearance of 
vesicles at the outer edges of the involved area. 


The second type is the acute vesicular erup- 
tion which comes on suddenly and has all the 
characteristics of an acute vesicular eczema, or 
the old-fashioned dysidrosis. The areas become 
moderately inflamed and are studded with many 
discrete, deeply seated, tiny, translucent ves- 
icles. The favorite sites of these eruptions are 
beneath the toes and on the arch of the foot. 
This eruption is marked by intensive itching at 
times, soreness, and even complete disability, 
owing to the impossibility of walking on the feet. 
With or without treatment it has remissions, 
the attacks often recurring, roughly, at monthly 
intervals. 


The third form is the hyperkeratotie type, 
which usually attacks the whole surface of the 
soles of the feet and is marked by a tremendous 
thickening of the horny layer, closely resembling 
heavy eallouses of the feet. The color is often a 
characteristic yellow buff. In this type also 
there may be some vesiculation and consider- 
able infection. 


HANDS 


Both the acute vesicular type and the hyper- 
keratotic type often appear on the hands, and 
the descriptions of the lesions of the feet apply 
in general to those of the hands. Because of the 
thinner horny layer of the hands all of the 
previously applied characteristics show a _ les- 
sened degree of activity. 


NAILS 


Fungus invasion of the nails, either in con- 
nection with skin infection or as a separate 
entity, is by no means uncommon. The nails be- 
come greatly thickened, deformed and of a 
yellowish-brown color. As the infection pro- 
gresses, there is often crumbling and a marked 
subungual hyperkeratosis takes place. 


OTHER REGIONS THAT MAY BE INVOLVED 


Intertrigo of the fingers 

A moist, red, sharply defined, shiny irritation 
of the skin is often observed at the webbing of 
the fingers, especially of women who are doing 
considerable housework, including the prepara- 





tion of vegetables and dishwashing. Curiously 
enough, this condition often appears in Jewish 
women, although why this racial characteristic 
is a fact is unknown. The orthodox Jews do not 
use soap in washing dishes and this omission 
may play an important part. The fungi at fault 
in this trouble belong to the yeast family and 
various observers have identified them as being 
different types of saccharomyees and eryptococci. 
Kingery and Thienes® have reported a severe 
paronychial condition, associated with macera- 
tion and vesiculation on an acute inflammatory 
process, with possible nail loss, occurring in a 
large number of cases among the workers in the 
fruit canneries of the Pacific coast. They have 
identified as the causative agents nearly a dozen 
different yeasts. In 1928 Drs. White and 
Swartz® of Boston reported a large series of 
eases in which the eryptococci were found in 
association with a great variety of skin erup- 
tions in all parts of the body, which ordinarily 
would pass for chronic eczema. The areas in- 
volved in many of the cases were the eyelids, 
sides of the neck, the bends of the elbows and 
the backs of the knees. Some cases of pruritus 
ani and pruritus vulvae are due to fungus in- 
fection. 


COMPLICATIONS OF FUNGUS INFECTIONS 


As the result of a localized fungus infection it 
is possible to have a generalized eruption appear 
due to a systemic reaction. These eruptions are 
termed trichophytides. The eruption occurs 
chiefly on the arms and legs and occasionally on 
the trunk. It appears in varying forms of a 
moderately acute inflammation and is usually 
associated with marked itching throughout its 
duration, which is fairly short. 

It has been definitely shown that this fungus 
may enter the blood stream and cause an erup- 
tion in other parts through direct migration, 
especially where the skin has been previously 
traumatized. In the same way it is possible for 
the fungi to enter the lymphatic system from a 
superficial infected area and eause swelling of 
the adjacent lymph nodes. 

It has been observed that acute vesicular 
eruptions would break out on the hands, simulat- 
ing a primary fungus infection, and in associa- 
tion with a more or less inactive infection of 
other parts of the body, as, for instance, the foot. 

Examination of the hands under such condi- 
tions reveals no fungi and it is supposed that 
this eruption is due either to the toxins of the 
fungi from the foot, or to the local reaction of 
this organism deposited in the hands by the way 
of the blood stream. The action of the toxins 
on the skin in this way would appear to be a 
true allergic one. 

To this group of eruptions of the hands and 
feet, which are known to be caused by fungi, is 
now added a group in which the skin appear- 
ances are in general absolutely similar, but in 
which it has been impossible to isolate any 
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fungus either by microscopic, or by cultural 
methods. It would appear that the etiological 
factor in this group is a pyogeni¢ organism. 

White’ isolated the same species of trichophy- 
ton from the foot and the inguinal glands of a 
boy who presented this complication. Within a 
month [I have seen a boy showing a typical acute 
mycotie infection of the left hand with tender 
walnut-sized glands in the axillary and_ epi- 
trochlear regions, associated with a temperature 
of 100°, that could not be accounted for in any 
other way. 


FUNGI IN: NORMAL INDIVIDUALS 


There is no question but what the vast ma- 
jority of the population are harboring various 
fungi in the skin which are giving rise to no 
particular trouble. Reports of examinations of 
large groups have repeatedly confirmed this. At 
the University of Pennsylvania, some years ago, 
67 out of 100 medical students had evidences of 
ringworm of the toes. Out of 800 patients ex- 
amined as a routine in Washington, about 43% 
presented clinical evidence of ringworm infee- 
tion. Drs. Greenwood and Rockwood® of Boston 
have this vear reported the result of the examina- 
tion of 100 diabeties as they were admitted to 
the New England Deaconess Hospital. Of the 
100 patients examined, 70 gave clinical evidence 
of fungus infection of the feet. Out of these 70 
the clinical diagnosis was confirmed by micro- 
scopic examination in 57 cases. In 24 of these 
cases opaque and deformed nails were examined 
and again 70% were positive. In discussing 
this paper at the meeting at which it was pre- 
sented, Dr. Crutchfield of Texas stated that as 
a member of a commission to study the state 
prisons of Texas, he found that over 80° of the 
prisoners had fungus infection. 


MICROSCOPIC AND CULTURAL FINDINGS 


In view of our present-day knowledge, it is not 
possible to make an absolute diagnosis of epi- 
dermophytosis from the clinical appearances 


alone. It must be confirmed either by micro- 
scopic findings, or cultural growth of the 
organism. The preparation of material for ex- 


amination is comparatively simple. With a dull 
curette scrapings are made of the edges of the 
lesions or from the roofs of vesicles. The ma- 
terial is mounted on a glass slide and if it is the 
intention to examine it immediately, it should 
be allowed to soak in a 40% caustic soda solu- 
tion for 15 or 20 minutes. It is desirable in 
some cases to let the material soak overnight, in 
which case a 10% to 20% solution is used. Micro- 
scopic examination for the mycelium and the 
spores is first made with the low-power lens and 
then verified by the high-power lens. Although 
the mechanics of this process are simple, the re- 
port, to be of any value, especially if negative, 
should be from an experienced and well-qualified 
observer who is thoroughly familiar with what 
he is seeking. Growing fungi on culture material 








is quite a different matter and really lies within 
the province of the biologist, rather than the 
physician. Only an experienced mycologist is 
competent to identify the many species of 
trichophytons, epidermophytons and yeasts that 
occur in these dermatoses. As an illustration of 
one of the difficulties of this work, any change 
in the composition of the culture material may 
result in an entirely different type of growth on 
the part of many of these species. Standard 
medias and standard growing conditions are 
essential for the comparison and identifications 
of species grown by different observers. 

It must be borne in mind that if the individual 
patient has been using any of the fungicides, the 
microscopic examination will be falsely negative 
and cultural growth cannot be attained for 
many weeks. 


TREATMENT 


A great many things have been recommended 
for the treatment of epidermophytosis and, as 
usual, when no one treatment is specific, all are 
more or less unsatisfactory. The underlying 
principle of treatment is to remove the horny 
layer of the skin to such an extent that the 
fungus-killing drugs may come in direct contact 
with them. Thymol, salicylic acid, resorein, 
chrvsarobin, potassium permanganate, crude 
coal tar, tincture of iodine, and mercurochrome 
have all proved to be of use in these conditions. 
X-ray has been found useful also by some ob- 
servers, but usually in conjunction with the 
employment of local application. Personally, I 
employ a 1 to 5000 potassium permanganate 
solution with advantage to the acute vesicular 
type and a 6% salieylie acid and sulphur oint- 
ment in many of the other phases of the disease. 
Treatment of the thick infected nails is absolute- 
ly hopeless in my experience. The latest method 
of treatment which is receiving very favorable 
consideration is the inhalation of ethyl iodide. 
This procedure originated with Dr. J. H. Swartz® 
of Boston. It consists of the daily inhalation of 
about 1 ¢.c. of ethyl iodide through an inhalation 
apparatus which permits the mixing of this 
volatile substance with air. He has recently re- 
ported some 25 cases of mycotic infections of all 
types and of all areas, the majority of which 
have shown marked improvement after treat- 
ment. The treatments are given every other 
day, or daily, and the improvement begins after 
the first four or five are given. Some of the 
cases received as many as 16 treatments. 


SOURCES OF INFECTION 


One of the first questions that the patient 
always asks is, ‘‘ Where did I get this, Doctor ?’’ 
and in view of the almost universal distribution 
of this organism, it is fair to say that he may 
have picked it up almost anywhere. There is no 
question, however, but what certain types of ex- 
posure predispose towards acquiring this disease. 
Favored by warmth and moisture, it is unques- 
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tionably prevalent in public showers, gym- 
nasiums and swimming pools. At the Univer- 
sity of California 1600 out of 3000 freshmen 
showed evidence of ringworm. The girls at the 
University had a new gymnasium with sunny 
floors and they were never permitted to walk 
barefoot on them. The boys, on the other hand, 
had a gymnasium which was described as being 
‘*a dark, steamy wet place,’’ on which they went 
about unrestricted. At the end of the year re- 
examination showed that ringworm had _ in- 
creased 24% among the boys and only 2% 
among the girls. Leather gloves, woolen stock- 
ings, leather street car straps, dirty athletic 
clothes in dark lockers are unquestionable 
sources of infeetion. Personally, I feel that pub- 
lie hand rails, door knobs and glass door plates 
may well join the ineriminated list. I can hardly 
see how one can avoid infection if he runs down- 
stairs, firmly grasping a hand rail in which his 
predecessor has just squeezed the serum and 
epithelial debris from an active palmar process. 
It is even within the realm of possibility that 
the customary handshake may become taboo and 
the old Roman arm grasp or the nose rub of the 
savage be revived. 


EPIDERMOPHYTOSIS AS AN INDUSTRIAL DISEASE 


Epidermophytosis is an infection the aequisi- 
tion of which is one of the common risks of 
existence and as such its relation to industry and 
compensation for industrial disability would 
seem to be remote. This. however, is far from 
being the ease. In this Commonwealth the law 
provides that the worker is entitled to his com- 
pensation not only for the primary disability, 
but also for the secondary complications arising 
from it. Generally speaking, this is interpreted 
to mean that a primary fungus infection is not 
compensable, that being considered an_ illness 
common to ordinary existence, but a fungus in- 
fection shortly following a previous industrial 
dermatitis venenata or eczema is compensable 
on the basis that it is a sequela of a condition 
arising from the worker’s employment. 

The difficulties of rendering fair and definite 
judgment in eases of this type can be illustrated 
best by the consideration of a few typical case 
histories. 

C. D., aged 40, a baker, presented a case that was 
most difficult to pass judgment upon. His place of 
¢mplovment was a small bakery and in the course of 
his werk he handled flour, sugar, chocolate, etc., 
wll substances that are capable of producing irrita- 
tion on the hands. At the time that he came for 
observation he said that he had had varying degrees 
of dermatitis on the palms for a year. For the past 
mouth he had not worked and the condition had not 


improved. On examination he showed a mild fungus 
infection of the palms and fingers. 


The questions to be answered in this case are: 
Has this man had a primary fungus infection 
of a vear’s duration? If so, he is not entitled to 
compensation. Did his dermatitis start as a re- 
sult of the irritation from the materials with 





which he worked and did such irritation open his 
skin to the fungus infection which he now has? 
If such is the finding, he is entitled to compensa- 
tion as long as the disability lasts. In a case of 
this sort it is obvious that a conclusive judg- 
ment is impossible. 

E. F., aged 30, was a worker in a dye-house. On 
his first visit he showed an acute dermatitis of the 
hands of three weeks’ duration. Under proper treat- 


ment this acute phase subsided bringing to view an 
underlving fungus process. 


In view of the fact that the man had worked 
with irritating substances for many months 
without harm and because the present trouble 
was of a very short duration it was ruled that 
the fungus infection was primary and not re- 
lated to his employment. Obviously such a find- 
ing was very unpopular with the employee. This 
case raises the point of how large a point of in- 
jury to the skin is necessary to act as a portal 
of entry for the infection. It was contended by 
the attorney representing this patient that the 
dyes produced a tiny point of injury which was 
not noticed and that the infection occurred here. 
It was, of course, equally true that such a mi- 
nute injury to the skin could have been equally 
well received at any time other than during his 
working periods. 


G. H. 50 years old, was a painter who had suffered 
from a five months’ disability from eczema of the 
hards, forearms and lower legs, which was undoubt- 
edly due to the materials with which he came in 
contact. Following the five-month period he was 
completely well for three months and then developed 
a fungeus infection involving the hands and feet, 
which subsequently took on a considerable eczem- 
atous element. 


The incubation period of epidermophytosis 
and the length of time that the spores may lie 
dormant in the skin are unknown. Did this man 
get his infection at some time during his first 
period of disability? Did such a long-continued 
disability make his skin more lable to infection 
at a subsequent period? If so, how long does the 
period of disability following a previous indus- 
trial dermatitis extend? It was decided in this 
ease that the two skin conditions were not re- 
lated. 

These cases illustrate some of the difficulties 
confronting the dermatologists who deal with 
industrial skin diseases. 

The difficulty of correct diagnosis can only be 
obviated by having industrial skin trouble seen 
as early as possible by the trained observer. 
Even in his hands the possibility of equitably 
determining the responsibilities of compensation 
in some cases must await upon the knowledge of 
factors at present unknown or at best only 
guessed at. Both the clinician and the labora- 
tory worker are now confronted with a vast 
amount of work from the constantly increasing 
pressure of the demands to know the modes of 
infection, the reasons for the widely varying in- 
dividual susceptibility, the length of the dor- 
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mant and the growth periods of the organisms, 
and finally a successful specifie therapy. 
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LINDA A. J. RICHARDS 


BY 


HE announcement a few weeks since of the 

death of the first American trained nurse 
must have been a surprise to many of Miss 
Richards’ old friends who had long lost sight 
of her. But it must also have been a consolation 
to them to have heard that at the last she had 
been cared for in the New England Hospital for 
Women and Children where she received her 
training and where she was once the superin- 
tendent. 

Few now living can remember the brave start 
of that little training school which has the proud 
distinction of having given the earliest American 
diploma to America’s most famous nurse. Nor 
are there many left who can remember the start- 
ing by Miss Richards of the great Boston nurs- 
ing schools, first at the Massachusetts General 
and then at the City Hospital, now more than 
half a century ago. 

The present generation can hardly imagine 
the obstacles which this great pioneer nurse had 
to surmount. And yet the bare outline of her 
many and varied services for the relief of suffer- 
ing humanity will always evoke wonder that any 
one woman could have done so much. If only 
to have started many of our now famous hospital 
and asylum training schools, or if only to have 
established the profession of nursing in Japan, 
either service would have been quite enough 
for her lasting honor. But how little did Linda 
Richards care for fame! Only after long per- 
suasion would she assent to the publication of 
her modest ‘‘Reminiscences’’, which if it may 
now be told were woven out of letters she wrote 
in answer to our special questions about her life- 
work. 

If any complete story of her life shall ever be 
written, the comparison will at once suggest it- 
self between the first American and the first 
English trained nurse. They knew and admired 
-each other. In introducing Miss Richards to 
the Matron of the Edinburgh Royal Infirmary, 
Miss Nightingale wrote of her: ‘‘I have seldom 
seen anyone who struck me as so admirable. I 
think we have as much to learn from her as she 
has from us.’’ And years afterwards Miss Rich- 
ards wrote: ‘‘Many and varied blessings have 
come to me but never one greater than the 
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privilege of having known Florence Night- 
ingale.’’ 

Unlike as these two women were in their 
education, in their inheritance and social posi- 
tion and in popular renown, yet in what is of 
vastly greater importance they were much alike. 
Both of them were ‘‘born nurses’’, that is, from 
early girlhood each found her greatest delight 
in helping the helpless; and yet while they both 
longed for training as nurses, not until they 
were in their thirties was the way open for 
either of them. And then each within a few 
months’ time absorbed in full all of the art of 
nursing that had been accumulating during pre- 
ceding centuries. 

Miss Nightingale found her teachers at Bruges 
and Kaiserswerth. Miss Richards found hers 
in Roxbury, where Doctor Zakrzweska (who had 
been a famous nurse in Berlin before she became 
an equally famous physician) had been teaching 
obstetric nursing for several years before Doc- 
tor Susan Dimock, returning from visits at 
Kaiserswerth and St. Thomas’s, joined her in 
starting America’s first training school. This 
was in 1872—a memorable year for American 
nurses. 

The art of nursing like every other art can 
be learned only from masters of it. And with- 
out doubt Linda Richards still had much to learn 
when immediately after her graduation she be- 
came the night superintendent of nurses at the 
Bellevue Hospital. But in that training school, 
which was then only just beginning, there was 
more opportunity for her to teach the art of 
nursing than there was to learn anything more 
of it, for Sister Helen who was then in charge 
was herself not a trained nurse. In fact she in- 
dignantly disclaimed any knowledge of nursing, 
as for instance when asked by a young nurse 
how to make a poultice. 

Linda Richards’ great gain from her year in 
New York was thus not in the art of nursing 
but in the quite distinct art of hospital manage- 
ment, of which Sister Helen was a past-master. 
And it was fortunate that Miss Richards had 
had this experience before undertaking the estab- 
lishment of the Boston training schools. More 


especially was this true in the case of the Bos- 
ton City Hospital where she became Matron as 
well as Superintendent of Nurses. 

Only those who remember the surgeons and 
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physicians of the Massachusetts General staff, 
and their hostility to nursing schools, can appre- 
ciate the victory Linda Richards won in that 
ultraconservative institution. Take it all in 
all that was her most remarkable achievement. 
For in starting the Boston City Hospital train- 
ing school she had the encouragement of the 
Resident Physician, Dr. Edward Cowles who led 
his profession in promoting the advance of 
trained nursing. Moreover, besides her previous 
experience at the Massachusetts General, she 
then had had the immense advantage of a half 
year in several famous British hospitals, under 
the coaching of Miss Nightingale and that of her 
favorite disciples. She was the apt pupil of 
these great Matrons. Already an accomplished 
nurse she now became an equally great teacher 
of nursing. 

After her return from Europe could Miss 
Richards only have had a half year’s rest, be- 
fore undertaking the City Hospital matronship, 
she might perhaps have escaped the physical 
breakdown which came within six months and 
lasted two full years. In the previous seven 
years, since she began her training, she had not 
learned that there ever could be any limit to 
her own superb strength. And in fact no one 
in those days seemed to know that neither nurse 
nor matron can work nights as well as days with- 
out rest and recreation. 

Hard for her as this period of invalidism must 
have been it is easy to believe that it was not 
without its special value in the development of 
her character. Her marvelous patience and 
sympathy as well as her solicitude for the health 
and comfort of her pupil-nurses, were no doubt 
enhanced by this experience. And here again 
may be seen a remarkable parallelism to what 
befell England’s greatest nurse after her tre- 
mendous activity in the Crimaea. But here 
the resemblance of their careers would seem to 
end, for while Miss Nightingale’s influence in 
directing the advance of trained nursing was 
afterwards exerted from behind the shelter of 
her supposed invalidism, Miss Richards, on the 
other hand, for the next thirty years in one hos- 
pital after another was either starting or re- 
viving training schools in which her influence is 
still their inspiration. 

The matronship of the Boston City Hospital 
awaited her recovery. And there within the 
three following years she brought that train- 
ing school up into first rank. Those of us who 
remember her there will not need to be reminded 
of her poise, her intimate knowledge of every 
patient’s needs, her hearty codperation in every 
reform. And, be it noted, those were years of 
revolutionary changes for both nurses and doe- 
tors. But not for several vears after Miss Rich- 
ards had seen the wonderful success of Lister’s 
antiseptic surgery in Edinburgh was there in 
Boston anything more than feeble imitation of 
his methods. If by chance there then was a 
case of healing ‘‘by first intention’’, as wounds 





are all expected to heal nowadays, such a case 
would be put on exhibition. The nursing there- 
fore was then far harder, when pus leaked 
through every dressing, when appendicitis, as 
yet unnamed, meant death from peritonitis, and 
when for the diphtheria patient there was 
neither antitoxin nor possible intubation. 

Before any of the staff had faith in the germ 
origin of disease, and in fact before asepsis 
was conceived, Linda Richards, knowing the 
therapeutic value of fresh air and soap-and- 
water cleanliness, taught it and required it. But 
her still greater service was in sharing with 
her nurses her own inspiration. Nursing as she 
always believed was a high calling. And in such 
employment of her own motherliness she recog- 
nized her privilege of serving her Lord and 
Master. Under her governance the hospital of- 
fered to incoming patients better chances for 
recovery or, that being impossible, a far better 
place for their departure from this world. 

It was therefore quite in the line of her life- 
purpose that she undertook missionary service 
in Japan. She was at the acme of her powers, 
and had fairly earned highest rank in her pro- 
fession, when she left friends and country in 
order to demonstrate practical Christianity in 
a non-Christian land. She counted neither the 
sacrifice of salary and material comforts nor 
the difficulty of learning a foreign language 
and strangely different customs. No danger did 
she fear, no future hardships fazed her. In 
fact she always was ready and even eager to 
move into entirely new fields of service. She 
never outgrew her youthful enthusiasms. For 
her the future was ever alluring. 

Probably her five years in Japan were her 
happiest years. There she could build up from 
the very bottom, and in accordance with her own 
ideals, a nursing organization that would serve 
as a model for that newly awakened nation. 
What Florence Nightingale did for England 
Linda Richards did for Japan. Fortunately for 
her there was at first no hospital there, in need 
of reform. In her own little home with only an 
occasional patient to care for she began her 
training school. How like that was to the begin- 
ning of the Kaiserswerth School in Fliedner’s 
little garden-house not quite half a century 
earlier! And what a lesson it was for her young 
pupil-nurses when she herself by washing out 
a baby’s eyes every twenty minutes all night 
long saved its sight! No wonder is it that she 
won public support for the proposed training 
school and hospital. 

A call for some different service was _ al- 
ways for Linda Richards a signal that where 
she then was serving she had accomplished 
her mission. She was not worldly wise. 
Again and again after bringing order out of 
chaos she left for her successor a berth which 
she had made comfortable, in order to under- 
take amid all sorts of discomforts what to others 
seemed to be a far less important work. This 
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was from no instability of character but rather 
from unswerving devotion to her ideal of Chris- 
tian service. Never regardful of possible promo- 
tion, her only question was as to where she was 
needed most. 

During the five years of her absence from this 
country Linda Richards lost her leadership in 
the development of American nursing. Just as 
the British nurses, in organizing their new pro- 
fession, forsook their former chief, so the new 
leaders of trained nurses in America were quite 
content that Miss Richards henceforth should 
remain in the inconspicuous background. They 
seemed to sense her lack of sympathy with their 
purposes. And just as Miss Nightingale’s stren- 
uous Opposition to the governmental examina- 
tion and registration of nurses was ineffective, 
equally so was Miss Richards’ silent dissent in 
the new requirements of the State and National 
organizations of nurses. Her forte was in ex- 
emplifying her ideals of nursing, not in public 
pleading for their adoption, and controversy was 
entirely foreign to her nature. But no greater 
mistake could be made than to aseribe her prefer- 
ence for the line of least resistance to any weak- 
ness of character. Her complaisanee was only 
the perfect fruit of her innate courteous consid- 
eration of those with whom she differed. 

Quite in accordance with her ideals of nursing 
Miss Riehards’ first service after her return from 
Japan was for the Philadelphia Visiting Nurses 
Society. That was long before there was gen- 
eral recognition in this country of any need for 
special training in this kind of nursing or ad- 
mission that such training should be ineluded in 
a training school’s curriculum. The belief was 
then maintained that training in the wards of a 
hospital was fully sufficient training for all kinds 
of outside nursing. But Linda Riehards knew 
better. From her own experience as a_ pupil- 
nurse she knew the educational value of service 
in the homes of her patient. Moreover, in her 
Japanese School she had made such outside serv- 
ice an essential part of the training. 

Unfortunately for the advancement of visit- 
ing nursing service, and to her own great dis- 
appointment, Miss Richards soon found herself 
unable to trudge through the city streets in 
keeping track of her nurses’ work. And still 


other disappointments were in store for her, first 
at the Kirkbride Asylum where she found the 
conditions not yet favorable for a_ training 





school, and then at the Methodist Episcopal Hos- 
pital where, in spite of congenial environment, 
her health and strength proved to be insufficient. 
It would seem as if the climate there was too 
much for her were it not for a second trial of 
it a few years later as Superintendent of the 
Training School of the University of Pennsyl- 
vania Hospital where she completed the two 
years to which she now tried to limit her en- 
gagements. 

Including these positions held in Philadelphia, 
Miss Richards in her twenty years of active serv- 
ice after her return from Japan was the super- 
intendent of ten different training schools. Her 
most distinguished service was in establishing 
such schools in the Taunton, Worcester and 
Kalamazoo Hospitals for the Insane. She was 
thus occupied during the last twelve years be- 
fore her retirement in 1911. 

Forty years earlier, before there was any 
training school in this country, Linda Richards 
had served for a few months as an untrained 
nurse in the Boston City Hospital amid dis- 
couragements now almost inconceivable. A few 
years later to her was given the redemption of 
that hospital, a task not unlike that given to 
Agnes Jones in the Liverpool Workhouse In- 
firmary, which has been immortalized in Flor- 
ence Nightingale’s ‘‘Una among the Lions’’. 

For some years after her retirement from 
active service Miss Richards kept in touch with 
her old comrades, cheering them on in the work 
to which she had devoted her life. Of the many 
matrons and superintendents she herself had 
trained, only very few survived her. In the ad- 
vance of the seienece of nursing she had been 
left far behind; but in the art of nursing she 
never lost her preéminence. On the rare ocea- 
sions when in spite of her feebleness she ap- 
peared in public, as for example at the fiftieth 
anniversary of her own graduation and, a few 
vears later, of the establishment of the Massa- 
chusetts General Hospital Training School, she 
must have seemed to the present generation al- 
most as a wraith from out of the remote past. 
Nor is it any wonder that before her death she 
had been almost completely forgotten by those 
who many years earlier had heard of her ab- 
solute helplessness. And yet in spite of the 
blindness and the paralysis of her wasted body, 
not until her brave spirit was about to leave us 
was there any lessening of her loving thought- 
fulness for others. 








~ wa 





CO PRO -- 


nie 





Volume 202 
Number 22 


MEDICAL HISTORY—SEYBOLT 


1067 





MEDICAL HISTORY 


A NOTE ON THE REGULATION OF THE PRACTICE OF 
MEDICINE IN EIGHTEENTH CENTURY 
MASSACHUSETTS 


BY ROBERT FRANCIS SEYBOLT* 


EDICAL quackery was a subject of pro- 

found and widespread concern in eighteenth 
century America. The period was an open 
season for the ‘‘pretended Physician,’’? and 
there were few laws restricting his uncertain, 
and often lethal ministrations. However, he 
did not enjoy the protection of the press: writ- 
ers were everywhere attacking and ridiculing 
the ‘‘Empiricism’’ of the ‘‘Irregular Practi- 
tioner’’. Occasionally, the newspapers of the 
various colonies published recommendations for 
statutory regulation of the practice of medicine. 
A proposal of this sort appeared in The Boston 
Weekly News Letter, Dee. 29-Jan. 5, 1737, a 
‘Prayer’’ for legislation that would exterminate 
the ‘‘Shoemakers, Weavers and Almanack-Mak- 
ers’? who were practicing medicine in the 
Province of Massachusetts : 


January 3, 1737. 
To the Judicious and Learned President and 
Members of the Medical Society in Boston, 
GENTLEMEN, 
As the following is of the utmost Importance, 
I beg leave to Introduce it in the following 
manner ; 


WE are told, ‘That the Dutch who know the value 
‘of Money better than all their Neighbours, grew 
‘at one Time so fond of Tulips, that their richest 
‘Merchants were in Danger of being ruined by the 
‘excessive Prices, which in their Frenzy, they gave 
‘tor Tulips of uncommon Colours. This was called 
‘Tulippomany, or, An infatuation in Favour of 
‘Tulips. 

AT present we are infected with an Empiricomany, 
or, An Infatuation in Favour of Empiricism or 
Quackery. To put a stop to this growing Evil, I be- 
lieve it may be proper that the World should be told, 
That tho’ our Laws in this Country say nothing; 
yet the Laws of England are not silent on this Head. 
And indeed it would be absurd to suppose, that the 
Law should make effectual Provision for the Security 
of our Liberty and Property and should take no Care 
for our Lives; That I should be able to maintain 
an Action against an ignorant Smith, who pricks 
my Horse in shooing him, and there should be no 
Remedy against a Quack, who, attempting to remove 
some slight Ailment, thro’ downright Ignorance poi- 
sons me: In this Case the Party injur’d cannot have 
his Action, because debarred from that Remedy by 
the very Mischief fallen upon him, viz. His Death, 
by the Ignorance of the pretendéd Physician. But 
Law and Reason teach us, that such an Irregular 
Practitioner, may be called at the King’s Suit, to 
answer for the Life of a Subject; and for the same 
Reason ought to answer the Widow or Heir in an 
Appeal of Death. The Crime under Consideration is 
(in the Opinion of some judicial Lawyers) MAN- 
SLAUGHTER at least, if not MURDER. And let 
our Empiricks remember, I say, Let our Shoemakers, 
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Weavers and Almanack-Makers, with their virtuous 
Consorts, who have laid aside the proper Business 
of their Lives, to turn Quacks, remember, and the 
injur’d Families take Notice, that two successive 
Convictions of Man-slaughter only, entitle the Crimi- 
nal to the Gallows as effectually as one Conviction 
of Murther. 


“OUR Ancestors did not think fit to rest the Safety 
“of the Subjects upon the Policy of the Common Law 
“alone, but have made several Acts of Parliament 
“for Regulating the Practice of Physick; and for 
“that purpose the College of Physicians in London, 
“was incorporated in the Tenth Year of King 
“Henry VIII, with ample Powers in their Charter; 
“which Charter was confirmed by Act of Parliament 
“in the Fourteenth Year of the same King; By these 
“it is granted, among other Things, 

“THAT no Body shall exercise the Faculty of 
“Physick in London, or within seven Miles round it, 
“unless he be admitted there by the President and 
“Community of said College, under their common 
“Seal, under the Penalty of One Hundred Shillings 
“for every Month in which he shall so exercise his 
“said Faculty, a Moiety to the King, and the other 
“Moiety to the President and College. And it is 
“further granted, That the President and College 
“may yearly choose Four who shall have the Survey 
“and Scrutiny, Correction and Government of all 
“and singular the Physicians of said City, and other 
“foreign Physicians whatsoever, using that Faculty 
“within said City or Suburbs, or within the Compass 
“of seven Miles, and the Punishment of them for 
“their Faults, in not well executing, doing and using 
“the same; and also the Survey of all Medicines & 
“Receipes; so that the Punishment of such Persons 
“so making Default in the Premises may be executed 
“by Fines, Amerciaments and Imprisonments of their 
“Bodies and by other fit and reasonable Ways. 


“THE said Act of Parliament confirms the Charter 
“in all Things; and further enacts: 


“THAT there be eight Elects of said College, and 
“no Person shall henceforth be suffer’d to practice 
“in Physick through England, until such Time that 
“he be examined at London by the President and 
“Three of the Elects, and to have from the President 
“or Elects Letters Testimonial of their Approving 
“and Examination, except he be a Graduate of Oz- 
“ford or Cambridge, which hath accomplished all 
“Things for his Form without Grace. 

THIS Charter and Act of Parliament have been 
enforced and carried into Execution in numberless 
Instances, against the several Persons prohibited 
therein; and have after come in Question in West- 
minster-Hall, and the Execution of the Powers there- 
in have been affirmed as often as the said Powers 
have been duly pursued. 

Thus far respecting the Practice and Practitioners 
of Physic in England. 

Methinks it would be a Matter of no great Difficul- 
ty to concert some proper Measures for regulating 
the Practice of Physick thro’out this Province. And 
as the foregoing is a noble Example; tho’ we cannot 
at present come up to it in all respects, yet we may 
so far proceed, as to pass such Acts in our General 
Assembly in order to prevent these growing Mis- 
chiefs; so that no Person shall be allowed to prac- 
tice Physick within the Limits of this Province, 
unless he be first examined by such regular, approved 
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and learned Physicians and Surgeons as the Honour- 
able Court shall see meet to appoint. 

Perhaps some may object and say, It would be a 
pity to put down their Doctor, altho’ he is a Man 
of no Learning, yet they think he has done some 
Good. I would answer to such honest, tho’ deluded 
People, that if upon Examination, the Person is 
found to understand his Business, he will certainly 
have liberty to continue in the Practice of Physick; 
and if it appears that he is no ways qualified for 
the Practice, I think they are much safer without 
him; and it’s more prudent trusting to the Care 
of Providence and a good Nurse than such a vile 
Imposture. 

THAT Almighty GOD would be graciously pleased 
to put it into the Hearts of the Legislature to make 
and pass some wholesome Laws in order to establish 


a set of experienced and approved Physicians, 
throughout this Province, is the sincere Prayer 
of Gentlemen, 


Your most obedient humble Servant, 
Philanthropos. 


Although it would not wholly satisfy the re- 
quirements proposed by ‘‘Philanthropos,’’ the 
Massachusetts law of May 2, 1649 (Recs. of the 
Gov. and Company of the Mass. Bay in New 
Eng., 11, 278-279) provided a certain measure 
of regulation: 


Forasmuch as the law of God (Exod. 10:13) allowes 


no man to touch the life or lime of any person, 
except in a iudicial way,— 

Be it hereby ordered and decreed, that no person 
or persons whatsoever that are implied about the 
bodies of men, weomen, or children, for preservation 
of life or health (as phisitians, chirurgions, or oth- 
ers,) psume to exercise or put forth any act con- 
trary to the knowne rules of art, nor exercise any 
force, violence, or cruelty upon or towards the bodies 
of any, whether yong or ould (no, not in the most 
difficult & despate cases,) without the advice & con- 
sent of such as are skilfull ip the same art, if such 





may be had, or at least of the wisest & gravest then 
present, and consent of the patient or patients, if 
they be mentis compotes, much lesse contrary to such 
advice & consent, upon such punishment as the nature 
of the fact may deserve; which law is not intended 
to discourage any from a lawfull use of their skill, 
but rather to incourage and direct them in the right 
use thereof, and to inhibit and restraine the pre- 
sumptuous arrogance of such as, through prefidence 
of their own skill or any other synister respects, 
dare be bould to attempt to exercise any vyolence 
upon or towards the bodies of yong or ould, to the 
preiudice or hazard of the life or lime of men, 
weomen, or children. 


may or may not have had 
this enactment in mind. In any ease, it had 
fallen into disuse; and his ‘‘Prayer’’ was not 
answered, even in part, until November 1, 1781, 
when the legislature approved the incorporation 
of the Massachusetts Medical Society : 


**Philanthropos’’ 


And whereas it is clearly of Importance, that a just 
Discrimination should be made between such as are 
duly educated and properly qualified for the Duties 
of their Profession and those who may ignorantly 
and wickedly administer Medicine, whereby the 
Health and Lives of many valuable Individuals are 
endangered, or perhaps lost to the Community. 


Be it therefore enacted by the Authority aforesaid, 
That the President and Fellows of said Society, or 
other such of their Officers or Fellows as they shall 
appoint, shall have full Power and Authority to 
examine all Candidates for the Practice of Physic 
and Surgery (who shall offer themselves for Exami- 
nation, respecting their Skill in their Profession) 
and if upon such Examination, the said Candidates 
shall be found skilled in their Profession and fitted 
for the Practice of it, they shall receive the Appro- 
bation of the Society in Letters Testimonial of such 
Examination, under the Seal of the said Society, 
signed by the President, or such other Person or 
Persons as shall be appointed for that Purpose. 





EXCERPTS FROM THE FIRST PRIZE WINNING 
GORGAS MEMORIAL CONTEST 


(Continued from page 1048) 
ing sickness, and similar dread ailments calls for 
intensive laboratory research and study. 

Some of the most fatal of these diseases may thrive 
in the temperate regions also. Malaria presents a 
world-wide and ever-present problem. Even when 
the sources and carriers of infection are discovered, 
and practical methods of control or prevention have 
been devised, there remains the all-important task 
of increasing at lower costs the efficiency of these 
methods. 


In addition to the research work on these and 
many other diseases which will be carried on in the 
Gorgas Memorial Laboratory in Panama, it is in- 
tended that the Institute shall show how the Periodic 
Health Examination helps to eradicate the impedi- 
ments to long life and better personal health. 

There is no doubt that preventive medicine has 
come to the front. Prophylaxis to prevent illness has 
replaced treatment; treatment now merely attempts 
to overcome what should have been prevented. The 
measures for the prevention of infectious diseases 
.are among the strongest weapons for the betterment 
of mankind now in the hands of civilization. If the 
world would allow them to be used to the fullest 
extent, the treatment of infectious diseases would 


eventually become unnecessary, for they would cease 





to exist. But the people must first be educated tc 
the benefits of periodic health examinations by their 
own personal physician and dentist. 

Diagnosis of disease is probably the most impor- 
tant service that the physician renders to his pa- 
tient. Diagnosis enables the physician to pick out 
from the many diseases causing somewhat similar 
symptoms the ones for which medicine has remedies; 
and, what is equally important, even if he has no 
remedy, it enables him also to discover diseases in 
their early stages, and offer means by which their 
course can be arrested. Yet it is extremely difficult 
to make the people as a whole realize that in order 
to eliminate unnecessary illness or to prevent dis- 
eases which can be arrested in their early stages, it 
is necessary to have a medical examination yearly. 

If the doctors of the United States could exert that 
same influence over the people of this country that 
General Gorgas had over the people of Havana and 
Panama and over the United States Army, all pre- 
ventable diseases would be reduced to an astonish- 
ing minimum. It is toward this goal that the Gor- 
gas Memorial Institute is striving. 

Medicine and civilization advance and retreat to- 
gether. 

It is to this end that the Gorgas Memorial Insti- 
tute was founded and the opportunity .thus offered 
to the peoples of the Americas to lead the world in 
its redemption from communicable and infectious 
disease. 
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CASE 16221 
SIX WEEKS’ COUGH 
MepicaAL DEPARTMENT 


First admission. An Italian fifteen years old 
entered October 22, ten vears before his second 
admission, for treatment of a femur fractured 
into the knee joint. General physical examina- 
tion at this time was negative. He made an 
excellent recovery and was discharged Decem- 
ber 18. 

Second admission. January 11, ten years 
later, he reéntered complaining of cough of six 
weeks’ duration. 

The cough came on gradually following a 
head cold. There was a moderate amount of 
thin white sputum. Since the onset he had had 
a fever of about 101°. He stayed in bed only 
because he was told to. He had not lost appe- 
tite or strength and had had no other complaints 
except that when he got out of bed his legs were 
cold and shook and that he had profuse sweats 
every night. He had lost eighteen pounds, most 
of it in the past six weeks. 

One brother died at home of pulmonary tuber- 
culosis five years before the patient’s admission. 

The past history is negative. 

Clinical examination showed an obese boy ly- 
ing fairly comfortably in bed. Chest signs as 
shown in Figure 1. Apex impulse of the heart 
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finger did not go far enough to feel the pros- 
tate. The patient refused to talk about it ex- 
cept to imply that it had hurt. Sphincter not 
excessively tight. 

Urine: amount normal, specific gravity 1.012 
to 1.023, a very slight trace to a trace of albumin 
at all of five examinations, 5 to 20 leukocytes per 
field at all, 1 or 2 red cells once. Blood: 11,100 
to 17,300 leukocytes, 83 to 93 per cent polynu- 
clears, moderate achromia, slight anisocytosis 
and poikilocytosis in smears January 11 and 30; 
in the second smear the neutrophiles had fine 
deeply staining basophilic granulation not seen 
in another smear stained at the same time and 
in the same manner. Hinton negative. Abdom- 
inal tap: 2,000 cubie centimeters of yellow to 
amber colored cloudy fluid, specific gravity 
1.018, cells, 1,180 leukoeytes, one per cent poly- 
nuclears, 97 per cent lymphocytes, 2 per cent 
large mononuclears, 300 red eells. 

Temperature 100.4° to 104.7°, pulse 92 to 155, 
respirations 28 to 60. 

X-ray examination showed the diaphragm un- 
usually high on both sides, more on the right 
than on the left. There was very little respira- 
tory motion. There was some haziness around 
the right base and rather general mottling 
throughout the lung fields. There was no evi- 
dence of any considerable amount of fluid on 
either side. A second examination confirmed 
the previous findings. 

January 13 the visiting physician found the 
lung signs as shown in Figure 2. 

January 17 with the pupils dilated several yel- 
lowish rounded spots about one-quarter the size 
of the dise were seen in the right eye and one in 
the left eye. The following day another exam- 
iner found one spot in each eye about one-half 
the diameter of the dise. January 24 the patient 
was stuporous, taking very little food. January 
27 the chest was full of wet rales, especially at 
the left base. He was coughing up blood and 
rapidly losing ground. January 31 he died. 
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FIGURE 1. 


not seen or felt. No abnormalities recorded. 
The abdomen seemed distended, though the pa- 
tient said it was no larger than it always had 
been. Shifting dullness and fluid wave. One 
external hemorrhoid. On rectal examination the 
insertion of one finger caused an amazing reac- 
tion of twitching, jumping and grunting. The 





CLINICAL DISCUSSION 
BY RICHARD C. CABOT, M.D., AND 
MARCY L. SUSSMAN, M.D. 
NOTES ON THE HISTORY 


Dr. Casor: We are looking for eénstitutional 
symptoms in relation to the question of tuber- 
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culosis. Certain constitutional symptoms such 
as loss of appetite and strength are said to be 


absent. But it seems to me a man whose legs 
shake aside from nervous fright has lost 


strength. Of course profuse sweats every night 
mean fever ordinarily and with lung trouble 
make us think of tuberculosis. The loss of 
weight is of course significant. Eighteen pounds 
in six weeks is a rather surprising loss of weight. 

They say the brother died at home, so the 
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had on rectal examination. I do not think we 
ean conclude anything from that. 

The blood shows that he has a secondary 
anemia, due presumably to whatever cause it is 
that produced his ascites. 

The next thing would naturally be to tap the 
belly. Let us imagine what they might find. 
Where are the probable causes? Not in the 
heart, not in the kidneys. There is no edema 
anywhere else. There are no signs of uremia. 
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FIGURE 2. 


patient was probably exposed. It would be 
better to say definitely whether he was exposed. 
When the brother was at home the patient might 
have been away. 


NOTES ON THE PIYSICAL EXAMINATION 


What can there be on the basis of those lung 
signs in the physical examination ? 
A Stupent: It ean be double pleural effu- 


s1on. 
Dr. Capor: That is rare. We expect it to be 
unilateral. What about the chanees of its be- 


ing double hydrothorax? We do not know about 
the heart yet. Unless there is a heart lesion 
double hydrothorax can be ruled out. What is 
the other possibility besides pleural effusion and 
double hydrothorax ? 

A STUDENT: Congestion. 

Dr. Casot: That is the same as hydrothorax. 
Can it be double pneumonia? 

A STUDENT: Not very well. 

Dr. Casot: Tf you do not know the third pos- 
sibility you should learn it. 

A Stupent: High diaphragm. 

Dr. Canor: Yes. That is something I had to 
find out after leaving the medical school,—nor- 
mal lungs, normal heart and high diaphragm 
vive dullness at both lung bases. The dullness is 
really over the elevated liver and spleen and 
not in the chest at all. We do not expect tactile 
fremitus or breath sounds over the liver. 

The question is whether the patient was cor- 
rect in believing that his abdomen was no larger 
than normal. He probably was not born with 
shifting dullness and a fluid wave. Of course 
his ascites would push up the diaphragm and 
furnish explanation of the signs apparently, not 
actually, in the chest. 

Many patients have the sort of symptoms he 





We do not know of anything wrong in the blood, 
no retention products. It does not seem like a 
neoplasm. Peritoneal tuberculosis certainly 
cannot be ruled out with this history. Cirrho- 
sis of the liver is rather improbable at twenty- 
five, and we have nothing in particular to sug- 
gest it. We have nothing left except nephritis 
or possibly tuberculosis. 

Does the specifie gravity of 1.018 in the tap 
fluid help us? Yes. That is about what we 
expect in tuberculous peritonitis. It is not the 
eravity to be expected in nephritis or with any 
transudate. It would do for malignant disease 
if there were any evidence of that. It is a high 
gravity as gravities go in abdominal taps. 

We have two pages of continuous fever rang- 
ing from 101° to 104°, looking like a typhoid 
chart. Have we anything else to make us think 
of typhoid? The pulse is relatively high for 
typhoid, and I do not believe with the ascites 
we have any reason to think of that. He had 
a continuous fever for twenty days, proving that 
it is infection and backing up the idea of tuber- 
culous peritonitis. 

Dr. SussmMAN: These films show the process 
much better. They show the diaphragm high 
on both sides and this mottling throughout both 
lungs. I notice in Dr. Holmes’ note he says 
‘*High diaphragm might cause such an appear- 
anee’’. With a high diaphragm the lung mark- 
ings seem to stand out very much more promi- 
nently and a miliary process may be simulated. 
This was checked on the same day and the film 
shows what seems to be very much more prob- 
ably a pathologie process, miliary tuberculosis ; 
we cannot rule out miliary metastasis. 

Dr. Casot: People do not die very quickly 
of tuberculous peritonitis. We have to have 
something else to account for his rapid death, 
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and miliary tuberculosis is the natural thing. 

Dr. SussMAN: I do not think any definite 
areas stand out from the rest of the mottling. 
With a high diaphragm it would be difficult to 
make out. There is slight haziness of the costo- 
phrenic angle. We could not say definitely that 
it is fluid. 

Dr. Casot: Those yellow spots in the eye 
grounds have been talked about in textbooks 
as evidence of miliary tuberculosis for fifty or 
sixty years, but are very rarely seen. People 
are always quizzing and lecturing on miliary 
tubereles in the choroid, so that we are always 
looking for them, but we almost never find them. 


DIFFERENTIAL DIAGNOSIS 


I do not see any chance of our going wrong 
on a diagnosis of a tuberculosis which involves 
the peritoneum and the lungs. He has coughed 
up blood, so it must be beyond the miliary stage, 
—there must be some ulcerative process there. 
I do not see that we ean say anything else. There 
is no indication that it involves the kidneys, 
bones or glands or any part of the body except 
the two I have mentioned. In the heart and 
other organs there is no suggestion of any dis- 
ease. There is tuberculous peritonitis; there 
should be miliary tuberculosis, and presumably 
it has advanced beyond that to ulceration. 

A Srupent: Isn’t there the possibility of 
central nervous system involvement ? 

Dr. Casot: With miliary tuberculosis we al- 
ways think of a probable involvement of the 
brain along with the other organs, like the spleen 
and kidneys, which show miliary tuberculosis. 
The spots in the choroid give good reason to 
suppose there is some process in the brain. I 
do not think we can be more definite without 
evidence of meningitis. 

A Stupent: What do you think was the 
original foeus? 
Dr. Caport: 
intestinal tract. 


T suppose it was in the gastro- 


X-RAY INTERPRETATION 


The mottling of the lung fields may be of 
tuberculous origin, but the compression of the 
lungs from the high diaphragm and respiratory 
motion could produce a similar picture. 

Films taken at a second examination showed 
the characteristic fine mottling of miliary tuber- 
culosis throughout the lung. 


BACTERIOLOGIC REPORT 
The sputa showed blood at ‘three of six ex- 
aminations and tubercle bacilli at two. 
CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 
Miliary tuberéulosis. 
DR. RICHARD C. CABOT’S DIAGNOSES 


Tuberculous peritonitis. 
Pulmonary tuberculosis. 
Miliary tuberculosis. 





ANATOMIC DIAGNOSES 


Tuberculosis of the kidneys. 

Miliary tuberculosis. 

Tuberculous ulcers of the large intestine. 
Tuberculous peritonitis. 

Tuberculous meningitis, slight. 
Nephrolithiasis. 


PATHOLOGIC DISCUSSION 
BY TRACY B. MALLORY, M.D. 


Miliary tuberculosis was found. The lungs 
were studded with tubercles which from the 
pathologic point of view were technically be- 
yond the miliary stage, and would be described 
as conglomerate tubercles. There were no ex- 
tensive lesions, and I am rather surprised at the 
hemoptysis. The intestines showed a couple of 
ulcers in the large intestine just beyond the 
cecum which also, however, looked like recent 
affairs. A tuberculous peritonitis was found, 
also, unquestionably, of short duration. In the 
kidneys an extensive process was present, a 
bilateral fresh miliary involvement and an old 
focus in the right kidney. There was a very 
slight degree of meningitis. The choroid tuber- 
ele was confirmed by removal and histologic ex- 
amination. 

Dr. Carnot: Will vou please read a little 
more detail about the kidney ? 

Dr. Matuory: The ‘kidneys weighed 525 
grams. That is very large, even for an adult. 
They were firm, smooth and contained innumer- 
able small tubereles, most numerous in the 
cortices. At the inferior pole of the right kid- 
ney there were a few dilated calices within 
which were found hard irregular ealeuli each 
measuring about one centimeter in length. The 
surfaces of the pyramids around these ealices 
were definitely caseous. I think this was the 
chief and persisting focus of infection. Con- 
sidering that there was stone as well as tuber- 
culosis it is surprising that renal symptoms were 
not more in evidence. 

Dr. Casot: What about the brain? 

Dr. Mauuory: It showed a very recent fresh 
meningitis. 

Dr. Casot: I think that is very instructive. 
The urine did not show enough and there were 
not enough symptoms to make us think of the 
kidney. The diagnosis would not have made any 
difference at this stage. If we could have made 
it years earlier it might have made quite a dif- 
ference. 

ORDERS 


January 11. Bed. Force fluids to 180 ounces. 

January 12. Acid fast precautions. Codein 
half a grain by mouth every four hours p.r.n. 
for cough. 

January 13 to 29. inclusive. Codein half a 
grain by mouth, one dose, or every three hours 
or four hours p.r.n. daily for cough. 

January 30. Offer orange juice with lactose 
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frequently. Proportions: to 110 grams of orange 

juice 15 to 30 grams of lactose, according to the 

amount of carbohydrate the patient is to have. 
January 31. Morphia 14 grain s.c. 


COMMENTS ON THE TREATMENT, BY DR. CABOT 


The forcing of fluids is with some physicians 
a standing order in febrile cases. It used to be 
fashionable in typhoid. I do not think it rests 
on a very secure basis of observed benefit. 

Codein is an effective remedy if one desires 
to check an exhausting and unproductive cough. 
It has replaced most of the cough mixtures. 

Orange juice and lactose is a nourishing and 
palatable mixture which a good many febrile 
patients can take even when the stomach is up- 
set. 





CASE 16222 
TUMOR OF THE LOWER ABDOMEN 
UrRoLocicAL DEPARTMENT 


A married Italian laborer forty-seven years 
old was admitted to the hospital February 25. 

He was first seen in the Out-Patient Depart- 
ment a month previously, complaining of a mass 
in the lower abdomen, frequent and painful 
urination, and swelling of the left leg. These 
symptoms had been present for at least three 
years. The onset had been gradual and there 
had been little if any change since the begin- 
ning. The abdominal mass had not changed in 
size in so far as he was aware. 

His general health had been excellent. Six 
vears ago a rectal abscess had been opened. 
Further details concerning this could not be ob- 
tained. Five years ago he had gonorrhea. Ex- 
cept for these facts the past history was entirely 
negative. 

Physical examination at the time of admission 
showed a fairly well developed and rather under- 
nourished man of about middle age. He was in 
no distress. The heart and lungs were normal 
and there were no physical abnormalities except 
the following: Just above the pubes a rounded 
mass extending to the umbilicus was evident as 
the patient lay in bed. Palpation showed this 
to be a firm, symmetrical, slightly tender tumor 
mass which felt fluctuant above and firm in its 
lower portion. The mass extended deep into the 
pelvis and resembled an overdistended bladder. 
There was a moderate degree of swelling of the 
left leg and thigh which pitted but little on pres- 
sure as if it were edema of long standing. On 
rectal examination the suprapubie tumor could 
barely be felt as a firm, slightly tender mass 
well above the base of the bladder. The fingers 
and toes showed marked clubbing. 

The urine was cloudy and acid, specific grav- 
ity 1,008, albumin a trace, sugar negative. The 
sediment was loaded with pus. Non-protein 
nitrogen 40 milligrams per 100 cubic centimeters. 
Hinton negative. Phthalein test: appearance 





time twenty-five minutes, 16 per cent in two 
hours. Leukocyte count 9100, hemoglobin 90 
per cent. Blood smear normal with the excep- 
tion of some increase in the platelets. The tem- 
perature, pulse, and respirations were normal. 

Cystosecopie examination was performed un- 
der spinal anesthesia. With some difficulty the 
eystoscope was introduced into the bladder and 
two or three ounces of cloudy residual urine 
was evacuated. It was noticed that the cysto- 
scope had to be introduced practically for its 
full length before it entered the bladder. In- 
spection of the interior of the bladder showed 
a moderate degree of acute inflammation. There 
was no stone, diverticulum or tumor, but a very 
definite distortion of the bladder was present. 
A eystogram was made,. which is shown in the 
accompanying illustration. (Plate I.) Follow- 
ing the eystoscopie examination the patient had 
a good deal of reaction. The temperature rose 
to 104° and he had frequent chills. The urine 
was extremely foul, necessitating constant drain- 
age of the bladder. A barium enema showed an 
unusual distortion of the rectum as shown in the 
illustration. (Plate II.) 


DiIscussIon 
BY FLETCHER H. COLBY, M.D. 


The case is an unusual one. Infection of the 
urinary tract is evident from the presence of pus 
in the urine. The first impression obtained from 
examining the patient was that we were deal- 
ing with an overdistended bladder from either 
obstruction to the urinary tract or a nerve le- 
sion. This, however, was quickly disposed of by 
the fact that instruments passed to the bladder 
showed the presence of a very small amount of 
residual urine with no change in the size of the 
suprapubic tumor. <A tumor of the bladder 
might cause such a mass provided it were ex- 
tensive. However, the patient had never had 
hematuria, and cystoscopic examination failed 
to reveal the presence of any tumor inside the 
bladder eavity. 

The low phthalein excretion suggested dam- 
aged kidneys. The barium enema ruled out the 
rectum and bowel as the primary source of the 
tumor, but the distortion of the rectum and 
bladder, both organs being pulled up in the pel- 
vis, showed that there was an intimate relation- 
ship between them and the tumor. An inflam- 
matory mass was considered as a cause, but the 
normal temperature and low leukocyte count to- 
gether with the long duration of symptoms 
made this seem improbable. The most reason- 
able diagnosis seemed to be a slowly growing 
tumor, neoplastic in nature, arising in the pel- 
vis. 


OPERATION 


Operation was performed March 11. The ab- 


domen was explored through a median incision. 
The peritoneal cavity was found to contain very 
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little fluid. Filling the entire pelvis was an 
irregular firm mass to which loops of small bowel 
and omentum were firnily adherent. The mass 
was quite evidently inflammatory and so exten- 
sive that there was no possibility of freeing it 
from the adherent structures. The bladder wall 
was very intimately involved in the mass. The 
bladder was opened in the midline and its wall 


PLATE I. Cystogram. The bladder is seen distended with 
in the pelvis. In the fundus can be seen a well marked filling 
was found to be quite thick and so closely asso- 
ciated with the inflammatory mass that it could 
not be dissected free. The right kidney could 
be felt as a large, soft, fluctuant mass with a 
distended ureter running from it to the blad- 
der. The peritoneal cavity was drained and the 
bladder closed around a large tube. 


Pathologie examination of the tissue excised 











from the mass showed only chronic inflamma- 


tion. 
FURTHER HISTORY 
Convalescence was quite stormy and compli- 
eated by a breaking down of the abdominal 


wound. This, however, was resutured and the 
patient made steady progress toward recovery. 


The whole organ is pulled up high 


sodium iodide solution. 
defect. 


Six weeks after operation the abdominal wounds 
had completely healed. The suprapubic mass 
eould no longer be felt. The edema of the left 
leg had practically entirely subsided and the 
patient was feeling well. 


FurTHER DISCUSSION 


The ease is one of pericystitis. Evidently 
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This shows distortion of the 


PLATE II. 


manner as the 


Barium enema. 
bladder. 
there had been a low grade inflammatory process 
outside the bladder wall which had eventually 
involved most of the structures in the pelvis. 
This may have originated as an extension of some 
infection in the urinary tract or gastro-intestinal 
tract. Possibly it was blood borne. Partial ob- 
struction to the right kidney by the mass had 
resulted in pyonephrosis. Operation had _ af- 








rectum, Which is pulled up high in the pelvis in much the same 


forded sufficient drainage to allow resolution of 
the inflammatory mass with its disappearance 
and cessation of symptoms. 


DIAGNOSES 


Pericystitis. 
Right pyonephrosis. 
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STATE MEDICINE 


THERE is going on before our eyes a socializa- 
tion of medicine. How far it will go no man 
ean tell. What reaction it will call forth we 
eannot say. But whether we like it or not, 
there it is. 

It runs contrary to a strong tendency in the 
practice of medicine which in the past has made 
this seem (to some individuals) a desirable voca- 
tion. Most physicians are individualistic. Some 
physicians are practicing medicine rather than 
following a commercial pursuit which would 
bring greater financial reward, because they 
can not be happy working for a boss. It is not 
for pure altruism they practice medicine. It is 
beeause medicine offers a certain freedom to 
order their lives as they see fit. ‘‘A poor thing 
but mine own, sir.’’ Yet it is not a narrow 
selfishness that binds them to it. They are taking 
sides with the individual against the mob, the 
spirit of which is threatening our civilization, as 
it has threatened and disintegrated other civiliza- 
tions before ours. 

The issue of the individual against society can 
not easily, in every case, be stated clearly, and 
generally is not so stated, so that there is need 








of full and free discussion of not only what lies 
on the surface, but of those hidden springs of 
action, those unformulated hypotheses, those 
latent beliefs, that should be dragged out into 
the light of day and recognized for what they 
are. If they are reasonable and cogent, let us 
know them as such; if, in the light of reason, 
they are illogical, incoherent, not pertinent, let 
us Jearn this also. 

It is because there has been introduced House 
Bill No. 351* that the Journal prints the plea 
of an advocate of the Billf, and welcomes a dis- 
cussion of the principles and practices involved. 
lt appears that the Bill has little chance of be- 
coming law now, but it is timely to consider 
fully and frankly what is involved, the tend- 
encies of the times and all the reasons for and 
against what is here proposed. 

*This bill was designed to create a Department of Public 
Medicine and Health to take over the activities of the 


Department of Public Health and of the Department 
of Mental Diseases, and certain of the activities of the 


| Department of Public Welfare and of the Department 


of Industrial Accidents. 

It was presented by Mr. Page, a member of the 
House, on the petition of Armand C. Bang and Gilbert W. 
Haigh. Mr. Bang has been referred to as a statistician 
who is interested in certain political activities. Dr. Haigh 
frequently contributes to the Journal on matters relating 
to state medicine. 





The subject of the bill as set forth in Section I is for 
the purpose of furnishing a free and complete medical 
service to the people of the commonwealth of Massa- 
chusetts, patterned upon the bureau of medicine and 
surgery of the United States navy. 

The administration of this department was designed 
to consist of a commissioner of public medicine assisted 
by a board of five other members of the medical corps 
as deputy commissioners and the five medical adminis- 
trators were to be registered physicians of at least 
forty yvears of age who would be appointed by the Gov- 
ernor. At the expiration of five years the succeeding 
members should be selected from the three highest ranks 
of the medical corps (senior medical directors, medical 
directors, and medical inspectors) in open and competi- 
tive examinations conducted under rules promulgated 
and established by a board of examiners appointed by the 
first medical administrator, to serve during good behav- 
ior and subject to rules of retirement hereinafter speci- 
fied. Vacancies shall be filled by the holding of special 
examinations. 

Section 9 provides for the detailed completion of the 
department of physicians and surgeons; Section 10 re- 
lates to the detail of the division of dentists; Section 11 
to the division of nurses; Section 12 to the division of 
pharmacists and chemists; and Section 13 to the divi- 
sion of technicians. 

Section 14 refers to the establishment or abolition of 
such other divisions and sub-divisions as it shall deem 
necessary. 

Section 15 provides for the upkeep of public hospitals 
and the forces employed therein as well as all private 
hospitals. It shall have full supervision of all private 
hospitals and their employees: it shall advise and have 
power of supervision with respect to all questions con- 
nected with hygiene and sanitation affecting the people 
of the commonwealth. 

Section 16 provides that the department shall estab- 
lish and maintain at all times conditions of as perfect 
health as is humanly possible to attain within the pop- 
ulation of the commonwealth through preventive meas- 
ures rather than cure. 

Section 17. The department shall establish a,set of 
rules governing the appointment, promotion, discharge 
for cause, retirement on account of age or invalidity, 
hours of duty, sick leave, annual vacations, special 
vacations for study, and pensions of the personnel of its 
various divisions with a view to establish within the de- 
partment a perfect esprit de corps and coéperation. 

Section 18. The department shall render free medical 
and surgical services of all kinds known to science in 
all eases of sickness, accident, and childbirth, to all 
citizens of the commonwealth at any time when called 
upon. 

Section 19. Non-citizens of the commonwealth who 
accept the services of the department shall pay for serv- 
ices rendered. 

Section 20. No person connected with the department 
shall at any time accept a gratuity or present in pay- 
ment for services rendered hereunder. 

Section 21 provides for salaries to be paid to the phy- 
sicians and dentists and other persons employed. 

Section 22 refers to the payment of nurses. 


+See page 1078. 
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Section 23 relates to rental allowances for the em- 
ployees. ? 

Section 24 permits doctors’ and nurses’ yearly salaries 
and allowances in proportion to the number of years in 
practice. ; 

Section 25 provides for securing a_ sufficient number of 
registered members of the medical and allied profes- 
sions in case there is a shortage. : 

Section 26 provides that all expenses shall be paid 
from the treasury of the commonwealth giving to the 
first medical administrator the authority to expend a 
sum not exceeding one million dollars as preliminary ex- 
penses in establishing the organization of the department 
and apprising the public thereof. 





THE GROWING INTEREST IN HEALTH 


THE appearance in magazines and newspapers 
of articles respecting health seems to show that 
certain phases of medicine have emerged from 
the former status of uninteresting topics for 
common publicity and now take high rank as 
interesting news material. This change in edi- 
torial sentiment is a tribute to the medical pro- 
fession as well as to the laity because physicians 
have been trying for many years to have correct 
facts and opinions made available for application 
by intelligent people, and the evident interest of 
the non-medical group seems to demonstrate 
much more understanding of the tremendous 
importance of the healthy body as a fundamental 
requisite of efficiency in one’s life work. 

The codperation of editors was shown in the 
response to the invitation of Dr. Ray Lyman 
Wilbur to meet at the Department of the In- 
terior, May 16, 1930. They then proceeded to 
organize themselves into an advisory council to 
assist the White House Conference on Child 
Health and Protection with the plan to put be- 
fore the people of the country scientific informa- 
tion on child health in understandable language. 

In addressing the meeting, Secretary Wilbur 
said: 

‘Tt is trying to wedge into American civiliza- 
tion the great opportunities that modern knowl- 
edge has expressed through the physician, the 
teacher, the public health worker—the great ad- 
vantage that all this has to offer to civilization. 
I think the public is ready for it and I think it 
is largely a responsibility of ours to see that our 
information gets the farthest possible spread. 
We must do what we can to help the children, 
not only in this country but in many countries, 
to get from the accumulated information that 
has been gathered the real advantages. Unless 
we do this we are not successful.’’ 

This country is particularly fortunate in hav- 
ing the service of Dr. Wilbur who is demonstrat- 
ing his well-recognized qualities of leadership 
and organization which will bring about the dis- 
semination of information for the use of those 
who are responsible for the well-being of chil- 
dren. 

The results of the work of the committee will 
be available at the earliest possible time. 

This movement and all other well-conducted 
‘publicity plans will operate to build closer rela- 
tions between the medical profession and the 
public to the end that quackery will eventually 
be the resource of those unfortunate people who 





are, as a class, the victims of comparatively low 
grade intelligence. 





THIS WEEK’S ISSUE 


ConTAINs articles by the following named au- 
thors: 


Lusk, GraHam. Ph.D., Se.D., LL.D., M.D. 
(Hon.) Munich, 1929. Professor of Physiology, 
Cornell University Medical College in New York 
City. His subject is: ‘‘Science, Work, and 
Criticism’’. Page 1035. Address: 477 First 
Avenue, New York City. 

M.A., 


EMERSON, KENDALL. M.D. Harvard 


1901. F.A.C.S. Managing Director National 
Tuberculosis Association. His subject is: 


‘‘Where Are We Going in Tuberculosis Con- 
trol?’’ Page 1039. Address: 3870 Seventh 
Avenue, New York City. 


Cuapwick, Henry D. M.D. Harvard 1895. 
Superintendent, Westfield State Sanatorium 
1909-1929. Tuberculosis Controller City of De- 
troit since May 1929. President, American 
Sanatorium Association 1930. His subject is: 
‘Tuberculosis in Children’’. Page 1044. <Ad- 
dress: 2100 Seminole Street, Detroit, Michigan. 


Root, Howarp F. A.B., M.D. Harvard 1919. 
Physician New England Deaconess Hospital, As- 
sociate in Medicine Peter Bent Brigham and 
Palmer Memorial Hospitals. Assistant in Medi- 
cine, Harvard Medical School Courses for Grad- 
uates. Address: 81 Bay State Road, Boston. 
Associated with him is 

Rogers, Mark H. A.B., M.D. Harvard 1904. 
F.A.C.S. Professor of Orthopedic Surgery, New 


England Deaconess Hospital. Address: 418 
Beacon Street, Boston. They write on: ‘‘Dia- 


betic Neuritis with Paralysis’’. Page 1049. 


Hinton, Winuiam A. B.S., M.D. Harvard 
1912. Pathologist and Director of Research, 
Boston Dispensary. Chief, Wassermann Labora- 
tory, Massachusetts Department of Health. In- 
structor in Immunology, Harvard Medical 
School. Address: 25 Bennet Street, Boston. 
Associated with him is: 

Berk, ArtHur. M.D. Tufts 1921. Senior 
Psychiatrist, State Department of Mental Dis- 
eases. Physician, Department of Nervous and 
Mental Diseases, Boston Dispensary. Research 
Associate, Boston Dispensary. Assistant Physi- 
cian, Nerve Department, Beth Israel Hospital. 
Instructor in Neuropathology, Tufts Medical 
School. Address: 270 Commonwealth Avenue, 
Boston. Their subject is: ‘‘The Hinton 
Glycerol Cholesterol Reaction for Syphilis. See- 
ond Modification.’’ Page 1054. 


BLAISDELL, J. Harper. A.B., M.D. Harvard 
1911. Former Assistant Dermatologist Massa- 
chusetts General Hospital. Consulting Der- 
matologist at Winchester Hospital, Malden Hos- 
pital, and Gale Hospital, Haverhill. Address: 
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5 Bay State Road, Boston. His subject is: 
‘*Epidermophytosis’’. Page 1059. 


A.M., M.D. Harvard 
1883. Professor of Hygiene, Harvard Univer- 
sity. His subject is: ‘‘Linda A. J. Richards’’. 
Page 1064. Address: 314 Bacon Street, Wal- 
tham, Mass. 


WoRCESTER, ALFRED. 


SEYBOLT, Ropert F. Ph.B., A.M., Ph.D. 
Professor of the History of Education, Univer- 
sity of Illinois 1926-; Professor, same, Harvard 
University 1925-26. Fellow, Royal Historical 
Society. His subject is: ‘‘A Note on the Reg- 
ulation of the Practice of Medicine in Eighteenth 
Century Massachusetts’’. Page 1067. Address: 
University of Illinois, Urbana, Illinois. 

——_$_g—____ 

MASSACHUSETTS LEGISLATIVE 

NOTES 


Senate No. 436 provides for the amendment of 
chapter seventy-one of the general laws for adding 
at the end thereof the following new section: 


Section 75. The school committee of every town 
shall annually ascertain, under regulations pre- 
scribed by the department and the commissioner of 
public welfare, the number of children of school 
age and resident therein who are crippled. In any 
town where there are five or more children at the 
beginning of any school year so crippled as to make 
attendance at a public school not feasible, and who 
ere ineligible for, or if eligible cannot be accom- 
modated at, a public or private institution, the school 
committee shall, and in any town where there are 
less than five may, employ a teacher or teachers, 
on full or part time, who shall, with the approval 
in each case of the department and the commissioner 
of public welfare, offer instruction to said children 
in their homes or at such places and under such 
conditions as the committee may arrange. 


House No. 1359 provides for taking in fee by 
eminent domain under chapter seventy-nine of the 
General Laws, or acquiring by purchase, for the 
proposed metropolitan state hospital, land in the 
city of Waltham and in the towns of Belmont and 
Lexington, adjoining land already acquired by the 
commonwealth for said proposed hospital. 

eS 


MISCELLANY 


THE MIDDLESEX COLLEGE OF MEDICINE 
AND SURGERY 


An announcement in the daily papers sets forth 
that the construction of seven of the units in the 
plant of the Middlesex College of Medicine and Sur- 
gery in Waltham, Massachusetts, is nearing comple- 
tion so that occupancy for the fall term is assured. 

These buildings are of stone, located on South 
Street, Waltham. The former mansion house of the 
estate is to be occupied by the faculty. The present 
partially completed group of buildings includes one 
for the teaching of anatomy, one to house the chemis- 











try, laboratory and lecture rooms, one for the pathol- 
ogy department, one for the dormitory and one for 
the physiological laboratory and the utility build- 
ing. 

The dormitory will accommodate five hundred stu- 
dents in its four stories. 


The plant will cost about one million dollars which 
together with other additions is designed to accom- 
modate one thousand students. 


The available funds have been augmented by con- 
tributions from the alumni. 


With this expansion in buildings and equipment 
it is reasonable to hope that the institution will 
invite inspection and classification by the Council 
on Medical Education and Hospitals of the American 
Medical Association so that its proper position among 
medical colleges may be made public. 





WEEKLY HEALTH INDEX 


Telegraphic returns from 65 cities with a total 
population of thirty million for the week ending 
May 17, indicate a mortality rate of 12.3 as against 
a rate of 13.3 for the corresponding week of last 
year. The highest rate (24.1) appears for Memphis, 
Tenn., and the lowest (7.9) for Lynn, Mass. The high- 
est infant mortality rate (137) appears for Fall River, 
Mass., and the lowest for Bridgeport, Conn., Kansas 
City, Kans., and Seattle, Washington, which reported 
no infant mortality. 

The annual rate for 65 cities is 13.8 for the twenty 
weeks of 1930, as against a rate of 15.2 for the cor- 
responding weeks of 1929.—Department of Commerce. 





DR. HAWES CRITICIZES THE CITY OF BOSTON 
IN ITS RELATION TO AID OF TUBERCULAR 
CHILDREN 


In a_ spirited communication to the Boston 
Herald of May 21, 1930, Dr. John B. Hawes, 2d, Presi- 
dent of the Boston Tuberculosis Association, criti- 
cizes the City of Boston for not rendering financial 
assistance which would enable the Prendergast Pre- 
ventorium to take care of tubercular children. Be- 
cause of this inability to receive aid from the City 
the Preventorium will be obliged to curtail its activ- 
ities and these children will be deprived of the serv- 
ice hitherto rendered. 


Although the Health Commissioner has an appro- 
priation of $100,000 to pay for the board of tuber- 
culosis patients who cannot be admitted to Mattapan, 
according to the Mayor this money is not available 
for the care of children in a privately organized in- 
stitution. : 

Dr. Hawes’ contention is that since the City of 
Boston can pay for the care of its tuberculosis pa- 
tients in Rutland, it ought to be able to provide the 
same service for children in the Preventorium. 

Mayor Curley on the other hand has called atten- 
tion to the fact that the City cannot provide. the nec- 
essary money for the maintenance of a prevento- 
rium and that the request of the Boston Tuberculosis 
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Association to have the City take over the manage- 
ment of the Preventorium does not meet with the 
favor of the City Hospital trustees or Health Com- 
missioner Mahoney. 

It is unfortunate that the City is unable to render 
the necessary assistance to this important agency 
dealing with Tuberculosis. Apparently the only 
resource will be, in bringing to the attention of those 
persons of means who have an understanding of the 
need and who are interested in maintaining the 
Preventorium, the fact that contributions are es- 
sential to meet the necessary expenses. 





THE AWARD OF THE CAMERON PRIZE FOR 
1930—This award has been made to Dr. George R. 
Minot Dr. William P. Murphy. The Cameron 
Prize is conferred annually by the University of 
Ixdinburgh for an outstanding contribution to medical 
therapy. This brings to Boston another honor in 
recognition contribution to the thera- 
peutic as2 of liver in the treatment of primary 
anemia. This work is being extended by further 
studies of these men so that secondary anemias will 
probably he equally well managed in the future. The 
Journal congratulates Drs. Minot and Murphy for 
the honor conferred. 


and 


of the great 


INSTRUCTION RESPECTING THE HARRISON 
NARCOT‘!C LAW—Mr. Chester H. Clark, Chief of 
the Narcotic Division in the office of the Collector 
of Internal Revenue at Boston and well known to 
the medical profession throughout Massachusetts, is 
to give a lecture during the current month to the 
University School of Medicine 
Narcotic applies to 


of Boston 
Harrison 


students 
“The 
physicians”. 


on Law as it 
The purpose of the lecture is to acquaint the stu- 
dents with the requirements of the law and to advise 


them as to their rights and privileges under the 
Act. 
oo 


CORRESPONDENCE 


DR. FRANK H. LAHEY ISSUES A DISCLAIMER 


Editor, New England Journal of Medicine: 

I wish to state that the employment of my name 
in recommendation of a petroleum investment proj- 
ect by one Frank S. Quinn of Tulsa, Oklahoma was 
done without my knowledge and entirely without 
my consent. I wish to take this opportunity to state 
that I have never heard of Mr. Frank S. Quinn and 
have no knowledge of his investment scheme or of 
his personal honesty. I wish also to state that I have 
forwarded the circular on the back of which my 
name is referred to under recommendation and ref- 
erences to the Post Office with a complaint and a 
* request for an investigation. 

(Signed) FRANK H. LAHEY, 
605 Commonwealth Avenue, Boston. 





IN DEFENSE OF STATE MEDICINE 


AN AppDRESS BEFORE A LEGISLATIVE COMMITTEE 
G. W. HaicH, M.D. 


Mr. Chairman and other honorable Members of the 

Legislative Committee upon State Administration: 

I am one of the petitioners of House bill No. 351 
and a resident of Worcester, where I have been en- 
gaged in the private and hospital practice of med- 
icine since 1912, with the exception of nearly two 
years during which I served as a medical officer in 
the navy. During those years, I gained an insight 
into the functioning of a codperative medical serv- 
ice in contrast to the individualistic form of civilian 
medical practice. Soon after having resumed my 
practice I began to realize the advantages of a gov- 
ernment medical service over the chaotic conditions 
of private practice and gradually became a strong 
advocate of state medicine, a free, universal, com- 
plete medical service. 

Since 1925 I have had published articles about the 
subject in the Boston Medical and Surgical Journal, 
June 1925, the Harvard Graduates Magazine, June 
1928, the American Journal of Sociology, Nov. 1928, 
and the Norih American Review, Feb. 1929. From 
these I shall quote rather freely. 


You yourselves, must already be aware of the 
growing dissatisfaction with the prevailing medical 
practice. Quite recently one of the founders of the 
famous Mayo Clinic was quoted in the daily papers 
as having declared that nowadays there was too 
much salesmanship in medicine and too little hu- 
manity. Back in 1916 even, in articles in the Ameri- 
can Magazine Dr. Richard Cabot, with an interna- 
tional reputation as a teacher of medicine and of 
social ethics, deprecated the failure of the large 
middle class to receive the benefits of scientific med- 
icine because they depended largely upon treatment 
rendered by physicians as competitive individuals, 
and not as cooperative members of hospital staffs. 
He confessed that this applied to him, himself, and 
that, paradoxically, he could not serve his pay pa- 
tients who hired him personally as well as _ his 
charity patients whom he attended as one of a team 
of workers. The deficiency. of mediciné today, fur- 
thermore, has been graphically shown by a report of 
statistics revealing the astonishingly small propor- 
tion of several thousand inhabitants of a middle 
western state, who, when ill, seek advice from doctors 
of medicine; namely, a mere six per cent. So, you 
can understand why according to a statement at- 
tributed to Dr. H. L. Willett, Jr., Assistant Director 
of the Gorgas Institute, 61% of deaths are due to 
preventable diseases. 

Now it is generally admitted that modern medicine 
on account of its growing and multiplying branches, 
demands codperation. Co6dperation can be secured 
and assured only through organization. Economic 
organization of physicians has not kept pace with 
the rapid progress of the medical sciences. It is 
limited to the larger public health departments and 
hospitals. It should be extended to cover the whole 
realm of medicine, which comprises two comple- 
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mentary divisions, of which one, preventive medicine, 
waxes, as the other, curative medicine, wanes. The 
fundamental problem, therefore, is what sort of 
organization, by unifying and codrdinating the grow- 
ing and multiplying specialties of preventive and 
curative medicine will provide for the people the best 
service for both preserving and restoring their health 
and vigor. 

Of the possible medical bodies that might furnish 
such service, there are four: A priesthood, a private 
corporation, a public corporation, and a government 
corps. The first, a priesthood, can hardly be created, 
but must arise spontaneously through the inspiration 
of a leader and his disciples striving to effect a dire 
reform. To await the advent of any such order to 
reform medicine would be not only gross delinquency, 
but also rank folly. 

Private corporations or partnerships would be 
somewhat comparable to private group practice, 
which has not yet demonstrated its suitability for 
the middle and lower classes. This form of medical 
service extended to the different classes of society 
could with difficulty survive the initial period of 
establishment because of the indefinite amount of 
capital necessary to enable the competing companies 
to prove their superiority over the other health 
agencies as well as over one another. They would 
not, moreover, eliminate the deplorable waste and 
excessive cost in a service so essential as one for 
health and accidents. 

No more adaptable as a cooperative system of 
health and accident would be a public corporation 
corresponding to the public utilities supplying elec- 
tricity, gas, and transportation. What would be the 
unit of area or of population allotted to each public 
service corporation? How would the different com- 
panies be regulated and controlled? The migratory 
nature of many people would preclude a corporation 
with a field of operation less extensive than a 
county. As county lines divide some centres of 
population, they would not serve as suitable bound- 
aries for the separate companies. If the common- 
wealth granted an exclusive franchise to a single 
public corporation for providing medical care, it 
would have to withdraw from the field, itself, and to 
discontinue its own numerous public health agencies. 
As a matter of fact there is no precedent whatever 
for the enfranchisement of any such public serv- 
ice corporation, and no existing institution to serve 
as a nucleus for its formation. 

The only means of completely and efficiently organ- 
izing the profession for the betterment of medical 
practice, therefore, is a government bureau of med- 
icine and surgery. This to many may smack of 
socialism. But let them reflect that after the need 
for public education was generally acknowledged, 
the idea of offering to all children free instruction 
was no more socialistic. Whereas education con- 
cerns only a part of the people only a part of their 
lives, health, which is of prime importance, concerns 
all the people all their lives. Since moreover there 
is no constant or exact demarcation between pre- 
ventive medicine and curative medicine, between 
private health and public health, private health be- 





comes a matter of public moment as soon as private 
agencies are found wanting. Since the medical pro- 
fession has signally failed to furnish proper service 
at a reasonable cost, and the individual practitioner 
is devoting his attention chiefly to the cure rather 
than to the prevention of disease, it behooves the 
people through you, its representatives, to adopt 
such a system as this bill is designed to found. 
Such a public service necessarily, as our public 
schools do, would compel its beneficiaries to forego 
their choice of any individual physician and to ac- 
cept the offices of the one or more medical men 
designated to serve them. This would not entail any 
hardship but would be a distinct advantage in this 
day of specialization, when so many persons need to 
be directed to the source of the best treatment with- 
out the delay that so often results if they try to 
choose the best qualified doctor. Surely the doctor 
is far better able to judge where the most prompt 
diagnosis and the most effective treatment can be 
obtained than are so many patients themselves, who 
now wander from one rival physician to another 
without relief till at length they reach the hospital 
beyond cure. Already the physician or surgeon en- 
gaged in hospital practice is losing his identity; for 
whereas, formeriy the common inquiry was, “What 
doctor did you have?” today it is, ‘To what hospital 
did you go?” Formerly, persons might be served by 
their family doctors from birth to death; nowadays 
they are Lrought into the world by obstetricians, 
attended by pediatricians, operated upon by rhi- 
nologists, examined by school physicians, treated for 
broken bones by orthopedists, operated upon for 
appendicitis by general surgeons, and examined by 
factory physicians; subsequently, they may consult 
cardiologists and specialists in diabetes; in the 
meantime they have without doubt required the 
services of the Roentgenologists, dermatologists, and 
dentists. Is it not quite evident that in such a jumble 
of divided responsibilities in order to take the place 
of the vanishing family physician with his intimate 
knowledge of the patient and the patient’s family, 
there is urgent need of some guiding and correlating 
agent and of complete, permanent health records. 
The ability of such a corps to maintain the present 
high standard and steady progress of scientific med- 
icine, however, is doubted and even denied by many 
conservative doctors and laymen. They assume 
that individual competition is requisite as a goad 
and that initiative is repressed by orderly coopera- 
tion. Now in any profession to which only the 
learned should belong, an opportunity to work intel- 
ligently, itself, suffices as a stimulus to effort. A 
decent living is sufficient material compensation. 
For several decades, in fact, most contributions to 
the advancement of medicine have emanated from 
clinics, laboratories, or institutes manned by salaried 
personnel working together. Even members of the 
medical profession financially independent, further- 
more, have shown initiative and energy in the pur- 
suit of such scientific research and in the establish- 
ment of renowned clinics, dependent upon team 
work. Since 1906, in fact, the professional standing 
of the medical officers of the United States Navy as 
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well as those of the Army and Federal Public Health 
Service, has been acknowledged by the American 
Medical Association to be above that of the civilian 
physicians in general, because the former are ad- 
mitted to fellowship automatically, by virtue of their 
commissions, whereas the latter are eligible only by 
meeting certain qualifications. Since only repre- 
sentative graduates in medicine enter these Federal 
Services, the organizations, themselves, must foster 
a grade of practice higher than that of civilian 
doctors, who, in their need or in their greed are in- 
fluenced by monetary considerations and distractions. 
Moreover, it was to be observed by those physicians 
serving in the Navy for the duration of the World 
War that the regular naval personnel had the utmost 
confidence in its medical officers. Some of these 
who were financially able and physically free to con- 
sult eminent civilian doctors gladly availed them- 
selves of the services of their own doctors. Has not 
Congress shown its esteem for the Medical Corps of 
our navy and army by recently having voted for its 
members while staying in Washington the right to 
free medical service? 

Another objection to Government medicine is its 
alleged prohibitive expense. Just reflect upon the 
extravagance of the present incoherent, multifarious 
health agencies in our commonwealth. First, there 
are the State organizations, including the Commis- 
sion of Public Health with its manifold divisions, 
with field and hospital forces of mental diseases, 
tuberculosis, communicable diseases, cancer, bac- 
teriological and serological laboratories, the Depart- 
ment of Public Welfare with its hospitals, and the 
Industrial Accident Board with its exasperating 
medical problems. Second, the Federal health serv- 
ices, public health, child welfare and maternity, and 
also various private national societies and institutes 
of hygiene and medicine with State branches. Third, 
the local boards of health with their hospitals for 
contagious diseases, and the school health depart- 
ment, police and private ambulance services, diverse 
hospitals, municipal as well as private, charitable 
and industrial, general and special, different health 
centers, district nursing societies, Red Cross work- 
ers, private physicians, and nurses, pharmacists, 
masseurs, cultists of nearly the 57 proverbial va- 
rieties, mediums, quacks, abortionists, herbalists, 
fakirs, and dispensers of patent medicines. To what 
the total expense of these confounding factors 
amount must transcend the estimates of my Co- 
petitioner, Mr. A. C. Bang. They must be as pro- 
digious, as prodigal in comparison to his estimated 
cost of a system, arranging and uniting the many 
diverse worthy agents and eliminating competition 
in a public necessity more important than all the 
public utilities. The expense of the latter would 
actually prove to be as much less than that of the 
former, as its efficiency would be greater. 

As the value of hygiene comes to be better appre- 
ciated and as the progress of civilization renders 
mankind economically more and more _interde- 
pendent, the functions of the civilian physician be- 
come identical with those of the naval medical 
officer; these are primarily, to keep the personnel 





fit for duty and secondarily, to restore them to fit- 
ness for duty. Without an excellent organization the 
medical corps of the Navy and Army would surely 
have broken down during the World War under the 
strain of the sudden and vast recruiting of their 
respective numbers. That they met that supreme 
test nobly, no one would dispute. Then, why can 
not that organization be applied to civilian practice? 
To serve effectually the civilian population relatively 
immobile and constant, in contrast to the mobile and 
variable naval and military forces, should be a far 
less difficult problem. Actually, it would be found 
to possess such reserve capacity as readily to cope 
with the human disasters caused by storm, floods, 
accidents, or conflagrations. 

In the adaptation of this Government medical 
service to the public the unit would be the district 
hospital with such different departments as eye, ear, 
nose and throat, orthopedic, obstetric, pediatric, 
genito-urinary, neurological, mental, convalescent, 
and incurable. It would vary according to the 
populousness of its territory. In the largest cities 
the different departments might be represented by 
institutions separate from one another, but closely 
affiliated with the general hospital, which would pro- 
vide a clearing house for patients and a headquarters 
for the personnel and the permanent health records. 
Besides, there would be auxiliary health and accident 
stations in factories and shops where enough people 
were employed, and also in rural communities too 
remote to be served directly by the central hospital 
staff. Temporary relief stations might be set up for 
celebrations, exhibitions, athletic contests, and en- 
tertainments when people gathered in large enough 
crowds. Mobile field companies might be dispatched 
expeditiously for service among communities stricken 
vith epidemics or catastrophes. Medical officers on 
the hospital staffs would minister to those unable to 
visit the out-patient clinics, whether or not in need 
of hospital treatment. Eventually, however, nearly 
all patients incapacitated by curable diseases or 
remedial injuries would be confined to the appropri- 
ate hospitals. 

Over these medical groups would be a central pro- 
fessional bureau like that of the Navy. This would 
be manned by medical officers and their assistants 
under the direction of a medical administrator, who 
alone would be appointed by a layman. In order 
to eliminate politics from the operation of this serv- 
ice he would be selected by the Governor only from 
those medical officers of the two or three highest 
ranks. This State Health Department would en- 
compass the existing Commission of Public Health 
and the medical duties of the Industrial Accident 
Board and the Department of Public Welfare. 

The personnel would comprise doctors, dentists, 
nurses, pharmacists and chemists, technicians, and 
any others that should be found advantageous. The 
professional members would be paid approximately 
according to the schedule of pay for the medical per- 
sonnel of the navy. The salaries with the usual 
allowances for living quarters would be determined 
by two factors, the length of service and the rank. 
Promotion would be governed by examination. Every 
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one of the personnel would be obliged to devote his 
full time to the service. Full time contract medical 
practice is profitable and inspiring. Part-time prac- 
tice on the other, to which contract medicine owes 
its stigmata, has always been cheap and degrading, 
pecause those engaged in it have been prone to 
slight it for the care of their private patients. It has 
been a stepping-stone to private practice on which 
many a life has been crushed. 

How well the proposed government bureau would 
function will now be shown. It would supply to any 
and all a free, universal medical service, which might 
eventually be just as compulsory as our educational 
system, since no patient should be permitted to lose 
his life or his health through ignorance or fanati- 
cism. Satisfactory substitutes would have to be rec- 
ognized, since the wealthy might continue indefinitely 
to employ private physicians and nurses. They 
would be compelled, though, to comply with the ac- 
cepted standards, as is the case with our private 
schools. Those individuals not sufficiently educated 
or morally fit to administer to the sick and the 
wounded, it would largely eradicate, directly by ex- 
posing them with impartiality, with no personal 
profit to the profession itself, and indirectly by pro- 
viding an organization which would assure harmoni- 
ous codperation in proffering to the public the full 
blessings of up-to-date medicine. 

State medicine, furthermore, would remove for 
many the present inhuman impediment to prompt 
diagnosis and effectual treatment; namely the ex- 
pensiveness of competitive medicine. This has 
finally instigated the creation of the Committee on 
the Cost of Medical Care with headquarters in Wash- 
ington, D. C. Since the cost is only one evil, this 
committee can not, however, effect the necessary re- 
form—a task for the legislators of the people. In 
many instances, nowadays, necessary operations 
upon children are postponed for purely financial 
reasons. Too many tired housewives and harassed 
fathers must forego the cure of annoying impair- 
ments because of the forbidding cost. In some 
cities the members of the middle class with self- 
reliance pay fees ten times as large as they ought, 
because nine others without self-respect pay noth- 
ing. People with precarious equities in their homes 
are often unfairly compelled to pay for services 
rendered to their families, whereas those with not a 
little intangible wealth escape payment. 

This organization would assume entire responsi- 
bility for returning patients to work as expeditiously 
and as impartially as possible. The conscientious 
would be discouraged from resuming their occupa- 
tions too soon, the dishonest would be discouraged 
from unduly prolonging their convalescence. It 
would insure patients receiving an examination at 
the end as well as at the onset of any illness or in- 
jury severe enough to keep them away from their 
usual duties. The final examination might disclose 
defects that would indicate a change of habits or 
occupation. Nowadays the unintelligent and the 
parsimonious are willing to spend money upon in- 
effective, even harmful therapy, but unwilling to pay 
for a thorough examination uncovering the root of 








the trouble. It would, of course, guarantee physical 
examinations at whatever periods were deemed de- 
sirable for those of different ages and of various 
occupational hazards. Free medicine, alone, would 
not only make available to every patient all the re- 
sources in knowledge and skill of the whole system, 
but would also furnish the means by which they 
would become most accessible, medical advice ad 
libitum. 

This system moreover would correct the incongru- 
ous and unreasonable positions of doctors in the 
present chaotic condition of medical practice. Re- 
cent graduates would become probationary members 
of the medical corps as soon as they were acceptable 
as internes in a general hospital. As paid officers in 
the service they would be induced to take more per- 
sonal interest in their patients and more pride in 
the standard of their work; whereas now they are 
too prone to regard the patients’ afflictions as im- 
personal medical problems and are too anxious to 
finish their appointments which mark the final stage 
in a too expensive and prolonged preparation for 
their careers. Besides, they could be supervised 
more closely and disciplined more efficaciously. In- 
stead of serving one or two years during which they 
give less than they receive they would remain in 
the status of internes with pay for about five years, 
being worthy of their hire. 

The aspirants for specialties would be trained only 
after thorough experience in general medicine. 
When fully trained, unlike so many immature and 
untrained specialists of today they would not be 
tempted to devote a part of their time to general 
practice for purely financial reasons. Being inter- 
ested only in augmenting their incomes, these un- 
bridled pseudo-specialists are not infrequently guilty 
of haste and carelessness, and also of abusing the 
confidence of long trusting patients. The most com- 
placent doctor will admit that specialization today is 
in as great need of control as was the practice of 
medicine before the enactment of the state law for 
the registration of physicians. 

The older physicians in general would not be con- 
strained to do things in which they had ceased to 
be interested and which they did more proficiently 
earlier in their careers. Under individualistic med- 
icine experienced doctors are frequently compelled 
to attend to minor cases of illness or injury which 
do not warrant their particular attention. After any 
one as learned as a doctor of medicine has lanced 
one hundred or two hundred boils or repaired an 
equal number of scalp wounds, he can muster up 
little enthusiasm for them. He is apt to be rather 
slack in his technique. And no wonder! At this 
stage in our civilization the metropolitan bank pres- 
ident would hardly be expected to operate the comp- 
tometer or to count the pay roll for a customer’s 
factory. The medical officers of higher ranks would 
elso be relieved of emergency and night work so as 
better perform their duties of supervision, consulta- 
tion, teaching, and administration. To undertake 
delicate operations, in justice to their patients, sur- 
geons should not allow their judgment and skill to 
be impaired by loss of rest and by irregular habits. 
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Of several other glaring evils of competitive med- 
icine that would be abolished by systematic coodpera- 
tion the inconsistent financial relations between the 
patient and his physician was declared by the author 
of a recent magazine article, Dr. Joseph Collin in 
“The Patients’ Dilemma” to be the root of the present 
trouble with private medicine. The longer and 
harder the case, the bigger the fee, and yet, the less 
able the patient is to pay. Since the more visits a 
doctor makes, the bigger the bill, many of the busiest 
and most popular doctors are induced to spend little 
time and thought in making their routine calls. Be- 
ing paid by the visit and not by the time spent with 
a patient they cannot afford to take the time to teach 
him to prevent illness and to help himself. Being 
paid for services rendered a patient, physicians are 
tempted to do much that is not even desirable and 
consequently to meddle with nature. On account of 
the increasing rivalry between specialists, many re- 
sort to the commercial practice of surreptitiously 
giving a commission to the doctor who refers a pa- 
tient for diagnosis or treatment—so-called fee split- 
ting, but pure graft. 

There is another fault medicine 
remedy, weariness and brain fag, caused by the ne 
cessity of the individual physicians having to render 
personal service to their patients at all times of the 
day and night. Under competitive medicine, however 
tired they may be, they are impelled to cater to 
their patients in order to retain their patients’ good 
will. However fatigued, they must ever be ready to 
solve the most baffling problems in diagnosis, though 
keen perception and clear reasoning be demanded, 
or to undertake the most difficult operation, though 
calm courage and manual dexterity be required. The 
effects of fatigue can be demonstrated in the physio- 
logical laboratory. The direful results of fatigue on 
the part of the overtaxed, popular doctor have been 
brought home to many families bereft of dear ones 
or burdened with invalids. 

Haste with its baneful consequences would also be 
discouraged by practice employing the 
economic principle of the division of labor. Dispatch 
inevitably gives way to hurry when on account of 
the gregarious nature of man, the sick and the hurt 
flock in increasing numbers to successful practi- 
tioners, who dare not refuse their services to any, 
for fear of disappointing them, or who desire not to 
miss any fees. Overworked practitioners have been 
known to dispose of their patients at the rate of one 
every six minutes; and yet the finger nail is more 
intricate than the most complex machine. Hurry 
results, too, when the idolized busy physician, though 
jeopardizing lives and limbs, is constrained to make 
hay while the sun shines. For, competitive practice 
is so exacting physically, as well as mentally, that 
the earning power of most successful physicians be- 
gins to decline at an age earlier than that of other 
professional men. It is in fact so strenuous that the 
mortality of doctors recruited from a picked class of 
persons vigorous enough to devote nearly half their 
lives to study and training is greater than that of 
the general population, including steeple-jacks and 
aviators. The ordinary physician conducts a one- 
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man business entailing continuous hours of duty 
with diverse responsibilities as counselor not only in 
medicine, but often in law and religion, as_ book. 
keeper and investor, chauffeur and mechanic, teacher 
and head of a neglected family. Little wonder that 
he blunders tragically. 

Carelessness upon which individualistic practice 
exercises no direct check would be curbed by state 
medicine. Today even reputable doctors make fatal 
mistakes as a result of assuming too much knowledge 
about their older, familiar patients and accordingly 
making incomplete examinations of them; for the 
human body is so complicated that symptoms arising 
from an affection of one part may be referred to 
another part. Many observant internes have re. 
marked about the superiority of the treatment of 
the ward charity patients, who are put through the 
routine hospital examinations and _ consultations, 
over that of the private room pay patients whose 
doctors assume that their familiarity with them 
renders the cost of such a thorough study unneces- 
SOry. 

Carelessness is rife among a less reputable class 
of busy physicians who practice the art of medicine, 
the easier phase, in contrast to the science of med- 
icine, the harder phase. These, depending chiefly 
upon their affability and suavity, have no time or 
need to keep up to date, because their very success 
is assured by the foibles of the benighted and the 
unintelligent, attracted by a crowded waiting room 
or a sumptuous suite of offices. Indifferent to the 
cause of disease, they dispense a separate pill for 
each of the symptoms, however numerous. To serve 
is not their motto, but to exploit. Other doctors 
equally negligent are those loathe to relinquish the 
care of patients to colleagues better qualified to 
treat them. Since it has been estimated by experi- 
enced drug salesmen calling upon doctors that eighty 
per cent. of the medical work is done by 
twenty per cent. of the doctors, it is manifest that 
‘arelessness as well as fatigue and haste must do 
incalculable harm, and that there should be adopted 
this practical system with its guides and checks. 

yentlemen, if you should still be in doubt about 
the immediate urgency for a radical change in the 
present status of medical economics just consider 
the undemocratic power entrusted to the individual 
practitioner of medicine and the inevitable abuse 
of that power. In spite of his vital responsibilities 
once licensed to practice, he is free to pursue his 
profession, however long he may live or whatever 
specialty he may choose. Ignoring the fact that doc- 
tors are only human with weaknesses as well as 
virtues, the people now assume that the individual 
private practitioner is and will continue to be hon- 
est and capable enough to require little regulation 
and no direct restraints. 

To no other, in fact, is such absolute authority ever 
granted over man’s possessions, even less dear. 
The lawyer practices before the courts, whose pro- 
ceedings are public. The clergyman in aiding his 
parishioners in the conduct of their lives works 
largely in the open and is accountable to the religious 
denomination to which he belongs. The engineer 
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who may build a bridge is duly checked by both 
private and public agencies. The banker entrusted 
with the peoples’ savings can invest such funds 
only with the approval of the other members of his 
financial committee and only under the regulation of 
the government. The teacher, finally, must adhere 
to an established curriculum. 


And yet the conservative members of the medi- 
cal profession claim that state medicine would be 
incompatible with our form of democracy. No won- 
der they oppose it. Autocratic power is rarely ever 
voluntarily surrendered. The physicians of Great 
Britain fought vehemently against the introduction 
of the Panel System for the benefit of the working 
people. After twelve years’ operation, the Royal 
Commission on National Health Insurance in its 
Report of 1926 found it partly satisfactory to both the 
doctors and the public, but deems the ultimate solu- 
tion to lie in the direction of divorcing the medi- 
cal service from the insurance system and recogniz- 
ing it along with the other public health activities 
as a service to be supported from the general funds. 
That is why this bill contains no insurance features. 
Profiting by their experience we have adopted a 
system with a solid foundation and a superior or- 
ganization, and one more democratic and more com- 
patible with American traditions. 

Allow me at last to conclude with four quotations, 
quite applicable to the purposes of this bill, from 
the inaugural address by President Hoover. 

“In public health the advances of science have 
opened a new era.” 

“Many sections of our country and many groups 
of our citizens are suffering from. diseases the 
eradication of which are mere matters of adminis- 
tration and moderate expenditure.” 

“Public health service should be as fully organ- 
ized and as universally incorporated into our gov- 
ernment system as is public education.” 

“The returns are a thousandfold in economic bene- 
fits and infinitely more in the reduction of suffering 
and the promotion of human happiness.” 


a 


RECENT DEATH 





PUTNAM—Dkr. WiLLARD ABRAM PUTNAM, a Coun- 
cilor of the Middlesex South District Medical Society 
from the year 1916 until his death, died after a short 
illness on May 21, 1930 at the age of 64. 
born in New Salem, July 22, 1865, was a graduate 
of Amherst College in the class of '1887 and of Har- 
vard Medical School in 1894. He settled in Cam- 
bridge the latter year and joined the Massachusetts 
Medical Society. For more than thirty years Dr. 
Putnam served on the staffs of the Cambridge City 
Hospital and the Holy Ghost Hospital for Incurables. 
At one time he was a member of the staff of the 
Cambridge Hospital. 


He was 


He is survived by his widow, Mrs. Lillian M. Put- 
ham, and by a son and two daughters. 





NEWS ITEMS 





ST. LOUIS OFFICIALS STUDY HOSPITALIZA- 
TION FACILITIES—According to a recent statement 
by the St. Louis officials, who have been studying 
the hospitalization facilities in several large cities, 
Boston has the most complete that they have noted. 
The completion of the City Hospital program will, 
according to the St. Louis men, make Boston one 
of the finest hospital centers in the world. 

St. Louis plans to spend $2,000,000 for a nurses’ 
home and small additions to the hospital for whites 
and a new hospital for negroes. During the discus- 
sion, it was revealed that a hospital for the care of 
the chronic insane with 3500 patients is maintained 
by St. Louis. 


CHILDREN’S HOSPITAL OPENS TWO NEW 
UNITS—Two new units of the Children’s Hospital, 
constructed at a cost of more than one million dol- 
lars, were recently open to visitors for inspection. 
The buildings are the new physiotherapy and neuro- 
logical department building at Vila and Van Dyke 
Streets and the nurses’ home called the Gardner 
House in honor of George Peabody Gardner, presi- 
dent of the hospital. He and his sister, Mrs. George 
H. Monks, the late William Amory Gardner, and John 
L. Gardner, gave one entire floor of the new build- 
ing. 

The house, which is equipped with classrooms, 
study room, recreation room, library and infirmary, 
has accommodations for twenty-two nurses in sepa- 
rate rooms. The new physiotherapy and neurologi- 
cal building is to be known as the Bader Building, 
in honor of Mr. and Mrs. Louis F. S. Bader of Dover. 
It has a small gymnasium and swimming pool and 
is fully equipped for the treatment of all kinds of 
deformities and ailments resulting from such child- 
hood diseases as spinal meningitis and infantile 
paralysis. A special glass enclosed roof will enable 
patients to lie in bed and get the beneficial effects 
of the sun’s rays at all seasons of the year. 

The building of a contagious unit, on which work 
starts next month, will complete the building pro- 
gram of the hospital and enable it to care for every 
kind of disease and disability in children. 





DR. WILDER DWIGHT BANCROFT WILL DE- 
LIVER ADDRESS AT THE DEDICATION OF THE 
HALL OF SCIENCE OF THE UNIVERSITY OF 
SOUTHERN CALIFORNIA—Dr. Wilder Dwight Ban- 
croft, professor of chemistry at Cornell University, 
is to. give the address when the Hall of Science of 
the University of Southern California, the final wing 
of which has recently been completed, is formally 
Gedicated on June 6, during a one-week Semi-Cen- 
tennial Celebration of the Trojan institution. The 
announcement was recently made by Dr. Laird J. 
Stabler, dean of the College of Pharmacy of S. C. 

Dr. Bancroft has a world-wide reputation, having 
served as vice-president of the International Union 
of Chemistry, and having received the honorary 
cegree of D.Sc. from Cambridge in 1923. 
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During the World War he was a lieutenant-colonel 
ir. the Chemical Warfare Service. He is editor of 
the Journal of Physical Chemistry, and author of 
“The Phase Rule,” and “Applied Colloid Chemistry”. 

“Modern Science” is to be the theme of his address 
ai Southern California. 


rr 


REPORTS OF MEETINGS 





THE HARVARD MEDICAL SOCIETY 


The Harvard Medical Society held a meeting in 
the Peter Bent Brigham Hospital Amphitheatre on 
Tuesday, May 13, 1930 at 8:15 o’clock. After the 
presentation of cases from the x-ray department, 
Dr. M. C. Sosman introduced the speaker of the 
evening. 

The first case was presented by Dr. Pickwick. 
The patient was a 44-year-old farmer who first came 
tc the hospital in October, 1924, complaining of a 
growth in his throat. Three years before he had 
had a sore throat, after which the local doctor ad- 
vised tonsillectomy. The operation was refused, and 
a slight soreness and swelling persisted on the left 
side. Progressively from then until admission he 
developed trouble in breathing, mucous discharge in 
his throat, thick speech, and an increase in the 
size of the tumor. He lost no weight and worked 
every day. Physical examination on entry showed 
a fullness on the left side of his neck with a few 
palpable glands, while, protruding from the left ton- 
sillar fossa, was a smooth, firm, slightly fluctuant, 
non-tender mass attached to the epiglottis and soft 
palate. The rest of the examination together with 
the clinical pathology and x-ray plates were negative. 
The patient was operated on through the mouth 
and the pathological report was lymphosarcoma. 

The affected area was subsequently given three 
treatmen‘s in three months. He remained well until 
May 1928 when he noticed a swelling of the right 
pectoral region. Examination showed extensive 
firm sweiling in the right axilla extending to the 
Lase of the neck. Under treatment this disappeared; 
he later complained of tenesmus and constipation. 
Rectal examination showed multiple firm polypoid 
masses which disappeared after six x-ray treatments. 
In October, 1929, a small gland in the left axilla was 
treated successfully by x-ray. In March, 1930, some 
more smail glands in his right neck were treated 
with good results. His general condition was worse 
and a barium enema revealed irregularity, but no 
aefinite obstruction. After four treatments he im- 
proved. t the time of presentation he was working 
regularly and his general condition was good. 

Dr. Jackson presented whe second case. The pa- 
tient was a 39-year-old sa!esman who entered the 
hospital in February, 1929 complaining of pain and 
..tiffness iz his back and difficulty in walking. His 
_ past history showed that he had had a ruptured ap- 
pendix in 1907, a ventral herniorrhaphy in 1908, a 
left mastoidectomy in 1912, and an injured spine fol- 
lowing a fall in 1922. His present illness began in 





1928 when in bed he experienced a sharp pain local- 
ized between his left scapula and spine where it re- 
mained for a month. In November it radiated 
around his chest and gradually spread so that in 
January, 1929, it involved most of his spine and 
chest, and he began to have difficulty in walking 
and numbness in his lower legs. He had iost twenty 
pounds. Physical examination showed localized ten- 
derness over the fifth thoracic vertebra, rigidity of 
the spine, exaggerated deep reflexes in the lower 
extremities, anaesthesia below the fifth dorsal spine, 
and incontinence of urine. Laboratory findings were 
essentially negative. X-rays of the dorsal spine 
showed a small, soft tissue mass to the left of the 
fifth thoracic vertebra, not involving the bone. Im- 
mediately following x-ray therapy his symptoms be- 
came much worse, but in 24 hours he began to im- 
prove. He continued to improve after each of eight 
treatments, these being six weeks apart. In April, 
1930, a return of symptoms was noted. After two 
treatments he improved for eleven days when he 
developed the “‘grippe’”. Following this he had peri- 
cds of chills alternating with fever for a few days 
and accompanied by pain all over his body. X-ray 
plates showed no evidence of the previous tumor 
shadow. He reéntered the house for study and was 
presented as a case of unknown etiology responding 
strikingly to x-ray treatment. 

Dr. Richard Farnsworth spoke on “Senile Hyper- 
ostosis of the Skull’. This condition is senile only 
in name as a large majority of the cases occur in 
middle age. It seldom occurs back of the coronal su- 
ture and is usually limited to the inner table of the 
frcntal bone. This hypercalcification was described 
by Paget and Rokitansky in the middle of the nine- 
teenth century. Forty years ago pathologists again 
brought up the subject. The main theories of its 
causation were: One, increased vascularity of bone 
in the elderly insane; two, heredity, syphilis, alcohol- 
ism, and erysipelas; and three, dyspituitarism. 

Dr. Farnsworth reviewed the cases of hyperostosis 
in the Brigham Hospital as demonstrated by x-ray. 
He found 105 such cases out of 2200 skull examina- 
tions in the x-ray department. An overwhelming pre- 
dominance in females was noted: 40% of the cases 
were below the age of 40, and 60% below 50 years. 
He divided the cases into three groups,—marked, 
mild, and slight. The most common diagnosis in 
the first group was acromegaly, while in the second 
it was brain tumor, usually near the hypophysis. 
Cnly two patients showed a positive Wassermann. 
He concluded as follows: One, 5% of all skull x-rays 
showed hyperostosis; two, 80% of these were in fe- 
males; three, most of the patients were obese; four, 
signs and symptoms of dyspituitary syndrome were 
present, more than could ordinarily be expected in a 
similar series of other cases. 

The second paper on ‘“Subdeltoid Bursitis” was 
presented by Dr. Edward B. Castle. He pointed out 
that what is usually diagnosed as subdeltoid bursitis 
is in reality calcareous deposits in the tendon of the 
supraspinatus. He first gave a detailed description 
of the anatomy of the shoulder joint and of the me- 
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chanics of the muscles surrounding it. He showed 
that acute symptoms of bursitis are due to a rupture 
of the calcareous deposits in the tendon into the 
bursa. The cases were divided into the acute type 
where trauma causing rupture is the usual etiologi- 
cal factor, and the chronic type. In the chronic type 
the first symptom was pain on abduction of the arm. 
Recovery was due to absorption from the bursa. The 
pathology of the condition was essentially one of 
coagulation necrosis with a surrounding inflamma- 
tory reaction. Operation was the procedure of 
choice, the bursa and tendon being drained. Views 
were shown illustrating the x-ray appearance of 
such lesions. 

Dr. Richard Light spoke on “From the Brigham 
Hospital to Mexico City by Airplane”. Previous to 
this trip he had spent some time collecting data on 
the x-ray treatment of carbuncles. In a series of 43 
cases, 65% showed improvement. He emphasized 
this point as the only advancemént in the treatment 
of carbuncles in the last one hundred years. Fol- 
lowing these remarks he gave a very interesting 
travelogue of his trip, illustrating his remarks with 
motion pictures taken from the plane. 

“The X-ray Appearance of Primary and Secondary 
Cancer of the Lung” was the title of the last paper. 
Dr. Channing Frothingham omitted this paper be- 
cause of the lateness of the hour. 





THE NEW ENGLAND HEART ASSOCIATION 


A meeting of the New England Heart Association 
was held at The House of the Good Samaritan, on 
the evening of May 15, 1930. Dr. Wm. D. Smith pre- 
sided and introduced the speakers. 

Dr. Howard B. Sprague spoke on “The Scope of the 
Work in Rheumatic Heart Disease at the House 
of the Good Samaritan”. This hospital, according to 
Dr. Sprague, was founded by a benevolent woman 
about 1850 for convalescent female patients discharged 
from the Massachusetts General Hospital. Its pur- 
pose has changed from time to time. Previous to the 
present era about 80% of its patients were children 
with orthopedic troubles. About nine years ago the 
cardiac aspect began to be prominent and thus the 
rheumatic infection became the major consideration. 
Many changes have been made in the hospital to- 
gether with a definite program for study. The hos- 
pital now has been taking the chronic cases from 
the beds of “acute” hospitals. 

The cause of rheumatic fever, said Dr. Sprague, is 
now generally considered to be a streptococcus, but 
not a specific one. Since we do not know definitely, 
the situation is one of armed neutrality against the 
streptococcus. What has not been usually studied is 
the patient, his type, surroundings, white count, 
condition of blood vessels, etc. That, pointed out 
Dr. Sprague, is the purpose of the hospital because 
results leading to advancement in knowledge will 
probably be obtained by simple clinical observations. 

The second paper on “A New Recording Rectal 
Thermometer” was presented by Dr. William B. 
Breed. Dr. Breed showed that until the cause and 
cure of rheumatic fever is found, the best thing is 





adequate treatment. This depends on the extent and 
duration of the process. To determine the end of 
activity is difficult, and depends on many factors. 
Dr. Breed discussed fever. 

The rectal thermometer consisted of a tube, its 
poles being connected through an electrical device to 
a revolving sheet of paper. This in no way inter- 
fered with the activity of the child in bed, and in 
only the severely sick patients was it found to be 
uncomfortable. The normal temperature was taken 
as 99.8°, and charts of the temperature curves shown. 
Swings in temperature were noted in the 24-hour 
curves, which were completely unrecorded in the 
ward charts. The low point was found to be in the 
early morning, this point becoming higher in chil- 
Gren with active rheumatic infection. Dr. Breed 
thought that the changes in the lower ranges were 
‘probably more important than those higher up. He 
made no conclusions, however, because not enough 
work on normal patients had been done to make 
sure of his results. 

Dr. J. M. Faulkner presented “A Case of Adams- 
Stokes’s Syndrome in Rheumatic Fever”. He 
showed that whereas heart block is quite common 
in rheumatic fever, this syndrome was quite rare, 
only six cases being reported in the literature. The 
case was one of a young man who after a typical 
rheumatic attack developed repeated convulsions. 
His pulse was found to be 32. In the hospital the 
rate varied from 32 to 60. E.K.G. showed a partial 
heart block with a P.R. interval of 0.52 seconds, but 
no dropped beats of any evidence at any time of 
complete heart block. He had no convulsions while 
under observation. In a four months’ follow-up he 
never showed any evidence of endocardial disease 
except a soft systolic murmur. His E.K.G. became 
normal. Thus, Dr. Faulkner concluded that heart 
block may exist due to myocardial involvement and 
damage without evidence of valvular disease. 


The fourth paper was presented by Dr. T. Duckett 
Jones, and was divided into two parts. The first 
part was entitled “Experiences with Skin Tests in 
Rheumatic Heart Disease”. Dr. Jones made re- 
peated skin tests on patients for a year and pre- 
sented his results. For his material he used a 
Burkhardt filtrate of an indifferent streptococcus. 
Two dilutions 1:10 and 1:50, were used, but the re- 
actions were similar and only varied in degree. One- 
tenth of a cubic centimeter was given intracutaneous- 
ly, and reed in 24 hours. A change of six millimeters 
in the average of the diameters of the reaction was 
taken as significant. Six hundred and _ seventy- 
one tests were done on 140 cases. Sixty cases 
showed no change in the subsequent reactions, 
while the rest did. Out of all the patients, regard- 
less of their type of disease, 94 were always positive, 
5 always negative, and 41 varied. The detailed fig- 
ures tended to show that potential rheumatic heart 
disease and chorea had a little less tendency to 
give varying reactions. An increase in skin re- 
activity was noted in 538, and a decrease in 35. 
An increase was the general rule with clinical im- 
provement. Only one case died with a positive 





skin reaction. On the results, Dr. Jones concluded 
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that if a child gets a second attack, and the skin 
test is negative, he is in for a long siege if he sur- 
vives at ail A gradient on this basis may be made. 

Tne second part of Dr. Jones’ paper was on “Fol- 
low-up Stucies at the House of the Good Samaritan”. 
An attempt was made at a follow-up on all cases 
since 1921. During those nine years 939 cases were 
received with the diagnosis of actual or potential 
rheumatic heart disease: 30% were followed for 
more than five years, and most of the cases were 
examined during the last two years. There were 
The percentage of deaths to the 
cases known was 25.5%, but Dr. Jones believes this 
percentage will come down to about 16%. The 
diagnoses were divided as follows: 54% rheumatic 
heart disease; 15% chorea and heart involvement; 
21% chorea and potential heart disease; and 9.2% 
potential heart disease. Of the entire group 77% 
were clinically unchanged, 3.6% were better, and 
18.9% definitely worse. Dr. Jones believes these fig- 


78 readmissions. 


ures on the whole show the results as good. 
The meeting was extremely interesting and the 
discussion stimulating. 





THE PLYMOUTH DISTRICT MEDICAL SOCIETY 


The May meeting of the Plymouth District Medical 
Society was held at the Brockton Hospital May 15, 
1$50. The company was entertained by Superin- 
tendent Dr. Frederick M. Hollister and his staff. 
Dr. M. Frank Barrett, chief surgeon of the Brockton 
Hospital, conducted an operating clinic before a 
large body of physicians and surgeons representing 
the Plymouth District. He did four operations be- 
sinning at 9 A. M. His first operation was a hyster- 
ectomy for fibrosis. This was followed by an ap- 
pendectomy. A complete examination of cervix- 
uteri and biopsy and a cystoscopy completed his 
cemonstration. He was assisted by Dr. Leder, one 
of the internes at the hospital. After the operating 
clinic was over a short business meeting was held 
in the out-patient department. This meeting was held 
at 11 o’clock, presided over by the new president, 
Dr. Frederick W. Murdock. Dr. George A. Moore, 
secretary of the society, read the records of the 
previous meeting and they were approved. The so- 
ciety voted not to hold any mid-summer meeting 
this year. Dr. Thomas H. McCarthy, former presi- 
aent of the society, delivered a very touching and 
tender eulogy on Dr. James H. Drohan, who recently 
departed from this life’s work. Dr. McCarthy’s re- 
marks were well chosen and well received. Dr. Har- 
tison A. Chase of the Goddard Hospital reported a 
case of intussusception of a baby seven months old. 
He read the records of the case. The operation 
was performed by Dr. Peirce H. Leavitt, surgeon of 
the Goddard Hospital. Dr. Loring B. Packard, x-ray 
specialist of the Brockton Hospital, demonstrated a 
case of enronic pneumonia of three years’ duration 
with numerous x-ray plates showing the different 
conditions of the patient. The meeting then ad- 
journed and there was a demonstration of cases in 
Ward B cf the hospital. 

The first cases were demonstrated by Dr. M. 





Frank Barrett, chief surgeon of the hospital. He 
demonstrated a case of tuberculous peritonitis of 
a child 7 vears old, and also a case of osteomyelitis. 
Dr. William G. Walker, chief of the medical staff, 
demonstrated two cases of cardiovascular disease. 
The first was of rheumatic and the second of syphil- 
itic origin resulting in an aneurism and was beauti- 
fully show. by x-ray pictures. Dr. John F. Callahan 
Cemonstrated a case of encephalitis of a child 7 
vears old. Dr. John R. Noyes demonstrated a case 
of mastoic:tis. Dr. Frederick W. Murdock demon- 
strated a cese of optic neuritis caused by a suppurat- 
ing sinus. Dr. George A. Buckley demonstrated a 
case in which a patient had quite a remarkable re- 
covery from a colloid carcinoma. He also reported 
a case of carcinoma of the colon in which the rectum 
and lower bowel had been removed. Dr. Buckley 
stated that this man had gained 21 pounds since the 
operation. Dr. Frederick W. Weiner demonstrated 
two genite-urinary. cases. One was a_ polycystic 
kidney in which Dr. George A. Buckley had removed 
the kidney with a favorable result. Dr. George A. 
Moore, surgeon-in-chief of the Moore Hospital, dem- 
onstrated « case of fracture of the sixth and seventh 
vertebrae, so-called broken neck with a complete re- 
covery. This woman was over 70 years old. 

After the demonstration of these clinical cases 
in Ward B, the society retired to the large 
dining hall of the Brockton Hospital where a very 
There were over 50 
physicians and surgeons present. The superintend- 
ent of the hospital, Dr. Frederick M. Hollister and 
his medical staff headed by Dr. M. Frank Barrett 
and Dr. William G. Walker. deserve a great deal 
of credit for the entertainment. This is the first 
time that any demonstration of this kind has taken 
place on such a large scale and it was an excellent 


fine luncieon was served. 


piece of work. 

All members of the society seemed to be enthusi- 
astic over the coming meeting of the parent society 
to be held in Plymouth, June 16, 1930. 
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SOCIETY MEETINGS, 
CONGRESSES AND CONFERENCES 


March-October — International Medical Postgraduate 
Courses in Berlin. Complete notice appears on page 853, 
issue of October 24, 1929. 

June 22-24—--Thirty-first annual session of the American 
Proctologic Society. Complete notice appears on page 
1028, issue of May 22. 

June 23-27—Annual meeting of the A. M. A. Auxiliary. 
Detailed notice appears on page 981, issue of May 15. 

June 23-July 12—The Fourth Public Health Institute. 
Complete notice appears on page 839, issue of April 24. 

June 24—American Heart Association, Inc. Detailed 
notice appears on page 934, issue of May 8 

July 10-12—The American Association for the Study 
of Goiter. Complete notice appears on page 935, issue 
of May 8. 

September 4-8—Fifth International Congress on Physio- 
therapy. Complete notice appears on page 906, issue of 
October 31, 1929. 

September 8-12—Postgraduate week of Physical Ther- 
apy. Detailed notice appears on page 1025, issue of May 22. 

September 26-27—-New England Surgical Society. De- 
tailed notice appears on page 1028, issue of May 22. 

October 27—The American Public Health Association. 
Detailed notice appears on page 1271, issue of Decem- 
ber 19, 1929. 

March 23-27, 1931— Fifteenth annual clinical session 
of the American College of Physicians. Detailed notice 
appears on page 790, issue of April 17. 
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